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The patient with leucorrhvea 


The majority of cases of leucorrhoea are effectively resolved by 
the administration of *S.V.C.’. Some intractable cases, originally 
gonococcal, respond favourably to ‘S.V.C.”. The active principle 
is effective primarily against trichomonads, while the product 
also contains carbohydrates to promote the growth of beneficial 
bacilli and to help re-establish a normal pH in the vagina. 
‘S.V.C.’ is indicated as routine treatment in acute infections as 
well as in leucorrhoea of long-standing. 

Supplied as effervescent tablets containing gr. 4 acetarsol. 
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! The sterile plastic dressing for | 
small cuts, abrasions and major surgical incisions _ 
| Nobecutane is suitable for dressing most wounds from z 
i small cuts, burns and abrasions to major surgical in- Waterproof 3 
3 cisions. Its great tensile strength and elasticity make ' 
2 it useful for covering those injuries where the patient Dustproof , 
: can continue at work, for it gives maximum protection 
3 
* with minimum limitation of movement. As it is both impermeable to 
Z waterproof and dustproof, and will withstand most 
; detergents and emulsifted oils, it is an ideal industrial No Wound 
2 dressing, especially where hygiene in the preparation Contamination 
5 of food is important. As it is impermeable to bacteria 
but allows normal skin respiration, the dressing ensures No Skin j 
healing with no contamination of the wound and no Maceration i 
maceration of the skin. j 
PRESENTATION : 100 ml, and 300 ml. spray containers, 50 mi. bottle 
j 
EVANS MEDICAL SUPPLIES LTD. 
SPEKE, LIVERPOOL 19 (HUNTS CROSS 1881) 
London Office: Ruislip , Middlesex (Ruislip 3333) : 
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' trade mark 

i Crystalline penicillin V, free acid 

$ ————— LL SS LS SS SS SY NY SS GS SN ED 
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| Each tablet contains 60 mg. Each dose (4 fl. dr.) con- Each tablet contains 60 mg. | 
| penicillin V. tains 30 mg. penicillin V. penicillin V. 
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ALL you need for corticosteroid treatment 


is RECENT ADDITIONS TO GLAXO’S 
Injection EXTENSIVE RANGE 
25 mg./cc. 


Cortelan Tablets 
5 mg. and 25 mg. (scored) 














Delta-Cortelan Tablets 1 mg. and 5 mg. 
Delta-Ef-Cortelan Tablets 1 mg. and 5 mg. 








Ef-Cortelan Sterile Solution 
100 mg /20ce. 
Ef-Cortelan Tablets 20 mg. 


LOCAL 


Ef-Cortelan Intra-Articular 
Injection 

25 mg./cc. 

Ef-Cortelan with Neomycin 
Intra-Articular Injection 
Ef-Cortelan Nasal Spray 0°02% 
Ef-Cortelan Skin Lotion } and 1% 





Ef-Cortelan with Neomycin Skin Lotion 
Ef-Cortelan with Neomycin Skin Ointment 








Ef-Cortelan Skin Ointment No. 1 
(non-greasy) $, 1, and 24% 
Ef-Cortelan Skin Ointment No. 2 
(greasy) $, 1, and 24% 


OPHTHALMIC 


Cortelan Eye Drops 1% 
Cortelan Eye Ointment 1% 
Ef-Cortelan Eye Drops 1% 
Ef-Cortelan Eye Ointment 24% 





Ef-Cortelan with Neomycin Eye Drops 
Ef-Cortelan with Neomycin Eye Ointment 








CORTELAN EF-CORTELAN DELTA-EF-CORTELAN DELTA-CORTELAN 
(cortisone Glaxo) Gigteccentionne Glaxo) queteiodees ‘Glaxo) (gendchons Ul Glaxo) 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 
Subsidiary Companies and Agents in most Countries 
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456 pages 


“ To produce a book 
in a modern style, must be a fortunate com 
are to be congratulated for letting us 
surgeon.”’—The Practitioner. 


HISTORICAL REVIEW OF BRITISH 
OBSTETRICS AND GYNAECOLOGY 


1800-1950 
? Edited by Professors J. M. MUNRO KERR, 


R. W. JOHNSTONE, and MILES H. PHILLIPS. 
422 pages. Ws. 


WILLIAM SMELLIE: THE MASTER OF 
BRITISH MIDWIFERY 
By R. W. JOHNSTONE, C.B.E., M.A., M.D., 
Hon.LL.D., F.R.C.S.E., F.R.C.0.G. 
148 pages. 30 illustrations. 20s. 


LUMBAR PUNCTURE AND SPINAL 
ANALGESIA 
Second Edition. By SIR ROBERT MACINTOSH, 
M.A., D.M., F.R.C.S., F.F.A.R.C.S., D.A. 
150 pages. 156 illustrations 25s. 


EMERGENCIES IN MEDICAL PRACTICE 
Fifth Edition. Edited by C. ALLAN BIRCH, 
P 


M.D., F. ma 
6% pages. 155 illustrations. 37s. 6d. 








TEXTBOOK OF OPERATIVE GYNACOLOGY 
By WILFRED SHAW, M.A., M.D., F.R.C.S., F.R.C.0.G. 
424 illustrations £5 
like this, of reasonable size, attractively written, and exceptionally well illustrated 


bination of author, publisher and circumstance. _Livingstone’s 
have the opportunity of enjoying this memorial to a great 


THE ESSENTIALS OF MODERN 


SURGERY 
Fifth Edition. Edited by R. M. HANDFIELD- 


JONES, M.C., M.S., F.R.C.S., and SIR ARTHUR 
PORRITT, K.C.M.G., K.C.V.O., M.A., M.Ch., 
F.R.C.S. 

1,292 pages. 773 illustrations. 75s. 


A COMPANION IN SURGICAL STUDIES 
Second Edition. By |AN AIRD, Ch.M., F.R.C.S. 
1,314 pages 84s. 


NURSING CARE OF THE NEWLY BORN 


INFANT 
By W. S. CRAIG, B.Sc., M.D., F.R.C.P.E., 


F.R.S.E. 
480 pages. 272 illustrations. 35s. 


A TEXTBOOK FOR MIDWIVES 
Second Edition. By MARGARET F. MYLES, 
S.R.N., $.C.M., H.V.Cert., M.T.D. 
724 pages. 521 illustrations. 42s 
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‘% POISONS AND ANTIDOTES Mellan & Metlan 


This book will have a ready appeal to practitioners for quick reference where 


cases of poisoning arise. All possible symptoms are given concisely and clearly 


and the appropriate remedy suggested. 


Just out 2Is net 


YOUR BLOOD PRESSURE ’-  Brams = Just out 15s net 
ART OF RELAXATION Schwartz 2nd imp 15s net 
HEARING AND DEAFNESS Davis 2nd imp 30s net 

> HYPNOTHERAPY WITH CHILDREN 
Ambrose Just out 10s 6d net 


NERVOUSNESS, INDIGESTION & PAIN Alvarez 15s net 
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WHITLA’S DICTIONARY 
OF MEDICAL TREATMENT 


NINTH EDITION 











@ UP-TO-DATE AND AUTHORITATIVE 


@ DETAILED TREATMENTS, LATEST 
METHODS 


@ USEFUL PRESCRIPTIONS 
@ SIMPLE TO CONSULT 


@ CONCISE AND FACTUAL 


52s. 6d., postage 2s. 3d. 





A working tool for the busy doctor 


providing quick and easy access to the latest therapeutic 
methods. The new WHITLA’S DICTIONARY is edited by 
R. S. Allison, v.R.D., M.D., F.R.C.P., D.P.M., and T. H. 
Crozier, M.D., B.Sc., F.R.C.P., with 26 contributors; it has 
870 pages of concisely written text, arranged alpha- 
betically with an extensive index for easy cross reference. 
Here is a standard book on therapeutics brought fully 
up to date and designed in every respect to meet the 
practical needs of the busy modern doctor. 


ORDER YOUR COPY TODAY! 


BAILLIERE, TINDALL AND COX 





7 & 8 Henrietta Street, London W.C.2 
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—_..- Are You satisfied with the N. H. Ss. ? 


Fellowship for 
Freedom in 


Medicine 


Founded in 1948 by the late LORD HORDER 








The Fellowship aims to free Medicine from the influence of party politics, to 
maintain the highest standards of medical practice and to see that the individual 
general practitioner and consultant can practice the art and science of Medicine 
unhampered by State interference. 


There are many things wrong besides remuneration 





The Hon. Secretary, F.F.M., 
45, Nottingham Place, London, w.t. 


— LLOYD-LUKE —— 





Particulars from: 











H. K. LEWIS & Co. Ltd. 





BOOKSELLING DEPARTMENT 
Large stock of Textbooks and recent Litera- 
ture in all branches of Medicine and General 
Science. Catalogues on request. 
FOREIGN DEPARTMENT 
Books not in stock obtained to order. 


SECOND-HAND DEPARTMENT 


A constantly changing large stock of Books 
on Medicine. Science and Technology 
always available. 


WHEN YOU 
WANT A BOOK 


ask us about it... 


WHEN YOU 
WANT IT 
QUICKLY 


ask us to send it... 


LENDING LIBRARY 
Medical and Scientific 


Annual Subscription, Town or Country 
from £1.17s.6d. 


Special terms to Students at the London and 
Provincial Medical Schools 


The Library includes all recent and standard 

Books in all branches of Medicine and Science, 

and is particularly useful to Societies, Students 
and Research Workers. 


Prospectus post free on request. 


H. K. LEWIS & Co. Ltd. 


136 Gower Street, London, W.C.! 
Telephone EUSton 4282 (7 lines) 





LLOYD-LUKE 
(MEDICAL BOOKS) LTD. 
49 NEWMAN STREET, W.! 
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CASSELL MEDICAL BOOKS 





Diagnosis and Treatment of 


PERIPHERAL VASCULAR DISORDERS 


By David I. Abramson, M.D., F.A.C.P. 


The first part of the book deals with the differential diagnosis of the symptoms 
and signs of vascular abnormality. Part I1, which forms the largest part of the 
book is concerned with the many clinical disorders. The final section of Professor 
Abramson’s book summarises the clinical anatomy and physiology of the peri- 
pheral circulation, the problems of intravascular blood-clotting, and the pharma- 
cological action of drugs used in treatment. 5 gns. net. 





37-38 St. Andrew's Mill, London, E.C.4 


















ABDOMINAL TOTAL HYSTERECTOMY 
A New Technique : The Posterior Approach 
FRANK MUSGROVE 

In this monograph the author describes modifications in the standard operation of 
abdominal hysterectomy which are based on an accurate appreciation of pelvic structure 
and function. With such a basis these modifications serve not only to maintain anatomical 
normality but also add to the safety of the operation. Mr. Musgrove has performed his 
new operation over 1,000 times: his clinical records show that post-operative morbidity 
has diminished, and suggest that he has made a major contribution to gynaecological 
surgery. 32 pages 10 plates 10s. 6d 


INHALATION ANALGESIA IN CHILDBIRTH 
E. H. SEWARD and R. BRYCE-SMITH 
This small work includes a general consideration of the pains of labour, and of various 
means to relieve them. The authors stress in particular the advantages of trichlorethylene 
(Trilene), describing the properties of the drug and the mechanism of the approved 
inhalers. While the book is intended primarily for midwives. it contains much to help 
the general practitioner to obtain optimum results, and will also be found valuable by 
the specialist anaesthetist who is responsible for teaching the principles of analgesia. 
About 64 pages Illustrated About 6s, 


GYNAECOLOGY 
Surgical Techniques 
Edited by ROBERT J. LOWRIE 
Surgical Techniques completes the fine textbook to which nearly 80 gynaecologists of 
international repute have contributed; Volume I (Diseases and Minor Surgery) was 
published in 1953 at £8 2s. 6d. British contributors to both volumes include Sir Charles 


Read, Professor J. Chassar Moir and Mr. Clifford White. 
1955 552 pages 492 illustrations £6 7s. 6d, 


BLACKWELL SCIENTIFIC PUBLICATIONS + OXFORD 
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WARD, CASSENNE LTD. 


INDICATIONS 


All Rheumatoid Conditions 


of mild or average severity, 


Allergies and Hypersensitivity. 
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TRADE MARK 


BUFFERED TABLETS 


The new safe and effective 


anti-inflammatory medication. 
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coactyl... 


BUFFERED TABLETS 


Recommended 
where 
corticoids alone 
are not justified 
and where 
salicylates 
or their 
derivatives 
are not 


suflicient. 
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2 COACTYL 





—has increased 


So anti-inflammatory 5 


= and pain-relieving Be 
= effects due to the . 
% synergistic action of 
== Prednisone (at very 


small quantities) 

+ acetylsalicylic acid. 
—side effects virtually 
eliminated. 
less frequent 
medical supervision 
during treatment. 
—1O gastric irritation. 














= Coactyl is therefore the 
> efficient anti-inflammatory 
| = medication for everyday 
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ay Prednisone (Delta-I-Cortisone) 0.5 mgm. 
r an Acetylsalicylic acid 300 mgm. 
ca Aluminium hydroxide 160 mgm. 
SS Magnesium trisilicate 30 mgm 
ay 
BA PRESENTATION: 
= Bottle of 50 buffered tablets at 12/- 
Pe Purchase Tax 3 7$d. 
DOSAGE: 


Two to four tablets, twice to four times 


daily. 






coactyl... 


BUFFERED TABLETS 


medication 






for everyday practice. 


Available under N.H.S. 


prescription (Form E.C.10) 
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WARD, CASSENNE LTD. 


116 Victoria Street, London, S.W.1 
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Firestone 


27 Factories throughout the world. Firestone total sales exceed £1,000,000 per day. 


















on rear wheels help the doctor 


An urgent call in the night. Snow on the roads. 


Treacherous driving. That’s when doctors pe. 

and others to whom a car is essential, % 

can depend on the sure, safe grip of | tread 
irestone Town & Country Tyres. 4 

¥ ite” V)/tunexess or Tusen 


Grip in mud, slush and snow »~ Smooth riding and quiet 


yp Non-skid safety on wet » Long, trouble-free mileage 
and greasy roads ¢~ All-season motoring 





Firestone rvres — consistently good 
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Do not overlook 
the Psychological effect 
of a SPENCER Support 


A Spencer supporis the breusts in posiiion to 
improve circulation; protects inner tissues; helps 
prevent skin from breaking. Guards against 
caking and abscessing after childbirth, 


Spencer Aniepuriumn-Posipartum Support 

During antepartum and postpartum periods—and especially in early ambula- 
tion—a Spencer exerts an important psychological effect. A Spencer’s 
gentle but effective support increases the patient’s confidence in her ability 
to “stay on her feet” and ‘** move about.” 

Therapeutically, a Spencer Support helps to regain postural stability, helps 
replace organs in normal position, often relieves low-back pain. A Spencer 
offers protection to tissues affected by operative procedures without restricting 
natural muscle activity. 

A qualified scientifically trained Fitter furnishes us with a description of the 
patient’s body and posture, and detailed measurements. Then, the support 
is individually designed, cut and made at our Manufactory at Banbury. 
Within a short time the patient’s support is delivered and adjusted by the Fitter. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 
SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices: 


LONDON: 2 South Audley St., W.! Tel.: GROsvenor 4292 
MANCHESTER: 38a King Street, 2 Tel.: BLAckfriars 9075 
LIVERPOOL: 79 Church Street, | Tel.: ROYal 4021 
LEEDS: Victoria Buildings, Park Cross Street,! Tel.: Leeds 3-3082 
(opposite Town Hall Steps) 

BRISTOL: 44a Queen's Road, 8 Tel.: Bristol 24801 
GLASGOW: 86 St. Vincent Street, C.2 CENeral 3232 
EDINBURGH: 302 George Street. 2 * CALedonsan 6162 


APPLIANCES SUPPIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Retailer-Fitters throughout the Kingdom. Name and address of nearest Fitter supplied on request. 
Copyright 
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Siramn-Motton 


SURGICAL BLADES AND HANDLES 








TRADITIONAL AND INTERNATIONAL 


These eleven shapes of surgical blade have become 
traditional and—international. Hospitals all over the 
world send to Sheffield for ever increasing supplies ; 
so the model factory built to produce Swann-Morton 
blades is always expanding. But, however great the 
pressure of orders, there is never any relaxation of the 
individual care given to each individual blade. 


FIVE SIZES OF HANDLES, PRECISION MADE, 
COMPLETE THE RANGE 








W. R. SWANN & CO. LTD., SHEFFIELD, 6. ENGLAND 
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what's the use of 
temptation if you 
don’t succumb to it? 








For the between-meal nibbler every toothsome morsel 


is an irresistible temptation. ‘Conveyor belt feeding’ 
becomes a habit that punctuates his day with an endless 
series of ‘little somethings "—most of them starchy and 
all of them fattening. With each surrender to tempta- 


tion his girth grows greater and his will to resist is less. 


Dexedrine Spansule’ capsules put temptation behind 
him by controlling his appetite all day long — between 
meals as well as at mealtimes. The single morning oral 
dose is easily remembered : between-meal snacks vanish 


is eating habits change, and effective weight reduction 














DEXEDRINE » 
SPANSULE 


SUSTAINED RELEASE CAPSULES 





control appetite in weight reduction 


Smith Kline & French represented by Menley & James, Limited, London SEs 
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for refreshing sleep : , 
and a fresh awakening ‘ 


Effective against all types of insomnia not due 4 
to pain, CARBRITAL* provides a combination 

of pentobarbitone sodium, a rapid-acting ° 
barbiturate, with carbromal, a mild sedative. +¢ 
This combination ensures the speedy onset of 

sleep and gently sustains it throughout the : 
night, with little or no depression the following ¢ 
day. 50°, 


‘teat 


CARBRITAL 


*Trade Mark 


In bottles of 25 and 250 capsules each coataining pentobarbitone 
sodium (14 grs.) and carbromal (4 grs.) Also as Carbrital Elixir. 


Parke, Davis & Co. Ltd. (inc. u.s.A) Hounslow, Middlesex. Tel: Hounslow 2361 
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Zicthol and Pixcyl 


For each stage of Eczema-Dermatitis an appropriate treatment 


In whatever phase Eczema-Dermatitis may present itself, there is a 
product in the Genatosan dermatological range to afford early 
relief and effective medication 
ACU DE®& for the acute stage, ZICTHOL for the sub-acute 
and for infantile eczema, ZICTHOL GREEN for the secondary infected 
and PIXCYL for the chronic. Between them they provide 
the appropriate treatment for any of the numerous manifestations 


of the Eczema-Dermatitis group of lesions. 


Available on E.C.10. 


Genatosan Limited, Loughborough, Leicestershire 
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dispelling the element of doubt 


TODAY—with so many antibiotics available —it is always sound practice to 


specify ACHROMYCIN by name whenever true broad-spectrum activity is desired, In 


j this way you are completely assured that the patient receives precisely the treat- 
ment you intend. Offered now in no less than fourteen presentations, ACHROMYCIN 
' tetracycline is particularly widely used in capsule form, On every capsule 





appears the name Lederle—your finest assurance of consistent antibiotic 
3 potency and unfailing dependability. 


Capsules of 50 mg. — in vials of 25 and 100. Capsules of 250 mg. — in vials of 16 and bottles of 100 and 1000 


ACHROMYCIN 


*REGD, TRADE MARK TETRACYCLINE 

Also available in the following forms: Ear Solution + Intramuscular ~ Intravenous ~- Ointment 3% 
Ointment (Ophthalmic) 1°, - Ophthalmic Powder Sterilized - Oral Suspension - Liquid Pediatric Drops 
SPERSOIDS* Dispersibie Powder - Soluble Tablets - Syrup - Tablets - Troches 


p> LEDERLE LABORATORIES DIVISION 


, 
Cyanamid OF GREAT BRITAIN LTD. London. WC2 
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‘Hydroderm’ 


——————S 


TRADE MARK 


TOPICAL OINTMENT 


HYDROCORTISONE, 
NEOMYCIN AND BACITRACIN 
IN AN EMOLLIENT BASE 


Many conditions which have previously 
failed to respond to either hydrocortisone 
or antibiotics alone, do so when these 
substances are used in combination.? 
‘HYDRODER®’ is indicated in allergic 
skin lesions such as: 
seborrhoeic dermatitis 
infantile eczema adult eczema 
insect bites otitis externa 
contact dermatitis intertrigo 
pruritus with lichenification 
and similar eczematoid conditions especially 


when secondary infection is present 


1 “Advances in the Treatment of Skin Diseases” 
The Practitioner, October 1955 


MERCK SHARP & 


for effective 
and safe 


steroid [antibiotic 
treatment for 


dermatoses 





If you are not already 
aware of the advantages 
of ‘Hydroderm’ 
(hydrocortisone, neomycin 
and bacitracin, in an 
emollient base), please ask 
for literature and 
professional package for 
clinical trial. 


& DOHME LIMITED, HODDESDON, HERTS 








Prompt bacteriostasis . . . 
rapid healing... safe... 


in vaginitis and cervicitis 
in postpartum core 
following surgery and cautery 


e N'Benzoylsuiphanilamide 


(—<s$") 
\Ortho) 


YY 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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EAR WAX 4 


Removed this easy way 


The removal of wax from the external 
auditory meatus has, in the past, 
normally entailed attendance by the 
patient for diagnosis and for the 
prescription of a suitable loosening 
agent, and a second attendance a few 
days later for syringing. 

Now, by the use of Cerumol Ear 
Drops, wax can be removed in most 
cases at one visit. A few drops of 
Cerumol can be instilled into the ear 
and, while another patient is being 
attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The 
wax can then be removed by gentle 
syringing or with cotton wool. The wax may even 
be found to run out of the ear on its own accord, 

in which case patients themselves may instil 
Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless 
to the lining of the external auditory meatus or the 
tympanic membrane. 

Cerumol is included in Category No. 4 of the 
M.O.Hi. classified list and may be 

prescribed on N.H.S. Form E.C.10. 


8 


EAR DROPS 


for the easier removal of wax 


Distributors in U.K 4 


TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, PACKS For Surgery Use: 





CERUMOL 


Regs TRACE MARK 





GREENFORD, MIDDLESEX. Telephone: WAXlow 2244 10 c.c. vial — separate 
if vou wish to test for yourself and have not received recently a dropper included 

10. c.c. vial ple wr w telephone direct to (Basic N.H.S. price 2/8) 
LABORATORIES FOR APPLIED BIOLOGY LTD.. for Hospital Use: 2 oz. 


91, AMHURST PARK, LONDON, N.16 _ Tel.: STA 2252 and 10 oz. bottles. 
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Pre-eclamptic Toxaemia 


PRET 


Toxaemia is still a major obstetrical 
complication and early clinical signs of the y 
condition are often associated with 

increased retention of water and sodium. 

Dramox acetazolamide is not only a 

powerful diuretic, but it also increases \ 
sodium excretion. Recent tests show 
that D1aMox with a low salt diet signifi- 
cantly decreases the symptoms of 
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1. Lancet (1955) 11, 1223. 
2. North Carolina Med. J. (1955) 16, 4, 130. 


DrIArRTZoOx * Regd. Trade Mask 
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M.C.P. PURE DRUGS LTD. 


announce the introduction of 





A new preparation for the treatment of dysmenorrhoea. 
Femerital contains Dibutamide', a completely new and 
specific uterine antispasmodic, the action of which is free 
from side-effects in the circulatory and gastro-intestinal 
systems. 

In Practice, Dibutamide has been found to be superior to 
placebos in the relief of dysmenorrhoea?. In all some 600 
cases have been treated and over 75°, have gained relief. 
In addition Femerital contains phenacetin and salicylamide 
for the central relief of pain and caffeine to counteract the 
depression which so often accompanies dysmenorrhoea. 
Detailed literature and sample for trial will be gladly 
despatched upon request. 


1 J. Amer. Chem. Soc. 76 6192. 
2 Lancet 269 122 


Dibutamide, alpha-dibutylamino-alpha (p. methoxy phenyl)- 


acetamide is manufactured in accordance with patents applied for. 


> 


Manufactured and Distributed by 


M.C.P. PURE DRUGS LTD., 86 STRAND, LONDON, W.C.2. 


lal 





ea ARS PR AR chide ns ea Simis See Seabed es 


> ides ola 





ANNOUNCEMENTS 


reaching 
high levels 
atiee 6 


CRYSTAPEN 


i 
3 
q 
i 
ee 
§ 
2 
4 
* 
S 
3 
4 
cy 
i 
os 
x 
e 


orn 


fa sb 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
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all its phases 
















The relief of pain is right! which callforarapidform of ForMULA: Acid Acetulsalicyl 

> 9.7” > > ”~ > 

the patient's just insistence therapy. Hypon Tablets fulfil ee ne or cee 

Effective alleviation may be the requirements of a safe Codein. Phosph. B.P. 0.99% 

Phenolphthal. B.P. 1.04% 

Ercip. 7.75% (each tablet 8 
producing conditions which untoward side effects being grains) 


obtained in many pain analgesic without any 


increase seasonally. experienced. Caffeine and 
Rheumatism, lumbago, phenolphthalein present in HY PON 


arthritis, coryzal and Hypon Tablets ensures a TABLETS 


influenzal achesare but some _ preparation which is the 













of the common ailments best in its category. Prescribe Hypon Tablets by name 


CALMIC LIMITED, CREWE. Phone CREWE{3251-5 LONDON: 2 Mansfield St., W.1. Phone LANgham 8038-9 









AUSTRALIA: 458-468§Wattle Street, Ul imo, Sydney, N.S.W. CANADA: Terminal Building, York St., Toronto 


H2 












Hydrocortisone (free alcohol) in 
a neutral base. Supplied in con- 
centrations of 1°, and 2.5%. 
Tubes 5 gm. and 15 gm. 





Indicated in : 
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Of proved value in the treatment of mild to moderate 
hypertension, *Rauwiloid’ is a purified and standardized 
fraction of Rauwolfia serpentina in tablet form. It lowers 
elevated blood pressure gradually, slows the pulse rate, 
and so reduces cardiac effort. A calm, tranquil sense 
of well-being is induced, without drowsiness, and with 
little impairment of alertness. Dosage is not critical, 
and there are no important side-effects or contra- 
indications. Mental depression is unlikely to be encoun- 
tered when ‘Rauwiloid’ is used in the recommended 
dosage. It is the medicament of choice for hypertension 


in its early stages, in order to arrest progression. 





*Rauwiloid’ contains 2mg. of the active hypotensive 
alkaloids of Rauwolfia serpentina per tablet, undesir- 
able constituents of the crude root being excluded by 


the extraction process 
Dosage is simple—two tablets taken at bedtime. 


Full literature on request. 


* Rauwiloid’ is a registered trade-mark. 














Regd. Users: 


RIKER LABORATORIES LIMITED 
LOUGHBOROUGH LEICS 
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(UPPER) Without Hyalase, (LowtER) With Hyalase 


INTRAVENOUS THERAPY may often as glucose, sodium chloride, etc.. 
be difficult owing to the inaccessibility can be given quickly and painlessly, 
of suitable veins or the restlessness of by this method. ‘Hyalase’ may be 
the child. Subcutaneous administra- injected into the site, or injected 
tion must be undertaken. through the tubing of the giving-set 
A CLEAR CASE FOR ‘HYALASE’, the at the commencement of infusion. 
enzyme hyaluronidase. | FULLY DESCRIPTIVE LITERATURE, 


7 


*‘Hyalase’ enhances the spread and / 







absorption of fluids given by the 


containing new and interesting uses 
} for ‘Hyalase’, is available and a 


subcutaneous route. Large | A py Technical Information Service 


_- ~ is always at your disposal. 


A clear case for HYALASE 


volumes of solutions, such (OF 
\ 





( BENGER 
BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE FRODUCT ! 
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B 1,1955, 10,567. Bull. N.Y. Acad. Med., 1954, 30, 81. 
J, Amer. med. Ass., 1956, 162,197. Ann. intern. Med., 1955, 42, 458, 
{ tern. Med., 1953, 38, 199. J. clin. Invest., 1952, 31, 543. \ 
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BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE °* PIONEERS IN PARENTERAL IRON THERAPY 
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REMEMBER AURALGICIN: 


pain | 


Potassiut 


} } t wplioppe - “shiA/ 9) ° / 
in children and adults, it relieves pain rapidly —and safel 





in AURALGICIN produces decongestion, Combined with anhydrous 
erin, it reduces pressure —and relieves pain. Discomfort from irritation and 
s entirely eliminated by the dual analvesic ettect of benzocaine and chlorbutol. 
ium hyd quinoline sulphate not only takes care of a wide range of 
ether with glycerin, provides an effective barrier against re-inva- 

Presentat In bortles containing 12.5 ml. Price (Basic NHs): 2/9 per bottle. 


be ready with Auralgicm’ 


( BENGE ) 


ENGE AB ATORIES LIMITED HOLMES CHAPEL * CHESHIRE *Trade Mars 
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announcing a N E\W bactericidal antibiotic 


Exceptionally high and 
prolonged blood levels of 
\lbamycin are attained 
following oral administration. 
Thus, clinical response is 
rapid in the many common 
infections caused by a wide 
variety of gram-positive 

and certain gram-negative 
organisms, including life- 
endangering staphylococcal 
infections resistant to 


other antibiotics. 


Gastrointestinal tolerance 
is exceptional with Albamycin. 
The intestinal gram-negative 


flora is not affected, and 





antibiotic-associated diarrhoea 
or pruritus ani is rarely 


encountered. 





promptly effective 


in ‘“‘commonly encountered” infections 
including many resistant to other antibiotics 


ONLY TWO DOSES DAILY to maintain full 24-hour anti-infective therapy. 


Adults—500 mg. every 12 hours. Children—15, mg./Kg 
of body weight per day, usually in two equal doses. 
Supplied: 250 mg. tablets, bottles of 16 and 100. 


rman mann 


l | Upjohn | UPJOHN OF ENGLAND LTD + 4 ALDFORD STREET + LONDON W: 








A 36 





THE PRACTITIONER 
















Some minutes after applica- 
shin becomes flushed 
and there is a comforting feel- 


tion the 


ing of warmth which persists 
for many hours. 
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ROBGIMENE 


Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 


A new long-acting rubefacient— 


n 7 ° 
safe and effective 
RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 
Ten minutes after application there is a fecl- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5 
nicotinic acid benzyl ester and 0.1°%, Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fl. ozs. 
(approx.). Basic price to N.H.S., 3/-. 





Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 


if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


RUBRIMENT Horlicks Limited 


PHARMACEUTICAL DIVISION 


SLOUGH 


BUCKINGHAMSHIRE 
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Benzedrine 
Inhaler 
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Benzedrex Inhaler is effective ‘Benzedrex’ 
Inhaler provides initial relief from nasal congestion 








within seconds. Five minutes after inhalation 

shrinkage of the nasal mucosa is complete. Even with gross engorgement 
shrinkage remains adequate for over 1} hours. 

Benzedrex Inhaler is specific The active ingredient in ‘Benzedrex’ 








Inhaler is a new compound—propylhexedrine 
highly specific vasoconstrictive action. Unlike amphetamine, propylhexe- 
drine produces virtually no central nervous stimulation. 

Benzedrex Inhaler is safe Because its vasoconstrictive action is un- 
complicated by central nervous stimulation, ‘Benzedrex’ Inhaler may be 





freely used even by those patients in whom sympathomimetic drugs often 
cause insomnia, restlessness or nervousness. Even massive overdosage does 
not result in central nervous stimulation. 


NEW AND BETTER...BENZEDREX INHALER 
rN SKF’s new and better volatile vasoconstrictor 


Smith Kline & French represented by Menley & James, Ltd., London SEs Tel: BRIxton 7722 


‘Benzedrex’ and ‘Benzedrine’ are registered trade marks 
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CHLOROMYCETIN* | 
Ophthalmic | 

| 

CHLOROMYCETIN | 
Ophthalmic Ointment | 
| 





NIRLAM MA TIORY. 
“Eye Conditions : 













CHLOROMYCETIN* 


HYDROCORTISONE 
Ophihalmic 


CHLOROMYCETIN 


HYDROCORTISONE 
Ophthalmic Ointment 


PARKE, DAVIS & Company Ltd. (inc. u.s.a.) 


Trade mar HOUNSLOW - MIDDLESEX - Telephone : Hounslow 2361 
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me symptom-free ~70 % of 
k and 30% during the second week; a 
further 9: o Were relieved of the Majority of their Symptoms. Thus 
there was a Satisfactory response in 90 % Of cases 
TABLE jj 
— a | 
Presumptive | 
Group Active Ulcers Ulcers | Totals 
A 63 (79.6%) 17 (89.0%) 80 (81.7%) 
B 8 (10.2%) 1 ( 5.5%) 9 ( 9.2%) 
e 6 ( 7.6%) I ( 5.5%) 7 ( 7.1%) 
D 2 ( 2.5%) PE ae ) 2 ( 2.0%) 
TOTALS 9 (1002 ) 19 (100° ) ( 100%) 
tinaatiees 
“Four of the nine Cases in 8roups C and D have elected tO go to 
Surgery, and one of the remaining cases has a hiatus hernia as well 
The treatment is ideal for aS a duodenal ulcer, Experience of treating these * Failures ” Over 
“ . 
| practice, where its the past six years leads one to believe that nO form of Medica] 
= ity appeals to both treatment will be effective and that Surgery” is the Only hope of 
simplicity doctor...” relieving their symptoms. In 75 % Of cases the Patients were of the 
patient and Opinion that the tablets were Superior to alkaline Powders, and they 
found that they were able to take foods Which they had 4VOided for 
= CASES years,” : 
b 804 ¥ 
z Zz cts from the = 
ee 9 Barron Memicn, Jour 
+ 1955, 4, O42 
; ol = sai Guameny Icer and 19 of pre- 
i z w a ULCERS 79 nine cases of peptic u pectin with Roter 
: 4 fe) Sw UMPTIVE “Seventy-nine Icer have been tre jas satis- 
: < | <5] PRESUMPTIVE a Se ee oop Rear nape 
‘ > media i relapse 
: o rd ‘ TOTAL 98 tablets. : a of patients, with A in the average 
A <3 factory - ws year: a reductior 15 cases kept 
7) a = 57% in the first | as recorded in 
y 3¢ 2 number of relapses w 
& | Toxic 
a EFFECTS: NIL | 
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a positive advance 


in theophylline therapy 


@ A pure chemical compound — 
theophylline ethanoate of piperazine 


@ Soluble — Stable — Neutral 
@ Seven times less toxic than theophylline itself 


@ Frecly tolerated orally for long-term therapy without 
nausea, vomiting or gastric disturbance 


@ Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


PHYLATE 


Clinical reports and samples gladly sent on request 


Presentation: Tablets, 250 mg., in bottles of 25, 100 and 500. 
Suppositories, 500 mg., in boxes of 12 and 144. 
Ampoules, 500 mg. in 5 cc., in boxes of 6 and 50. 
Ampoules, 500 mg. in 2 cc., in boxes of 6 and 50. 


Etophylate is also available with phenobarbitone and papaverin 


RONA LABORATORIES LTD 
12-13 Molyneux Street, London, W.1. AMBassador 4437 8 





arical 


caicium tablets 


a new compound containing 


ferrous calcium citrate with tricalcium citrate 





r ale tel 
“ood Iron plus calcium 
Pp | 
Wit OW molecule | 
| 
® a white uncoated tasteless tablet i 
' 
® no gastrointestinal disturbances 
© outstanding therapeutic response 
LITERATURE ON REQUEST ; 
adolescence | 
| 
| 
Ortho Pharmaceutical Limited - High Wycombe - England i 
| 
| 
menorrhagia 
i 
anaemia infancy lactation 





ci 


lron plus calcium 


We OME mclecile 


Each tablet contains iron 25 mg. calcium 85 mg. 
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Eskacillin 


Children are available in three sizes — 


middling, and big 


‘Eskacillin’ is available in three strengths—100, 200, and goo. 


If you match the strength of * Eskacillin’ to the size of the child 


you can prescribe simply 2 standard medical teaspoonfuls t.i.d. 


Very simple. Kid’s stuff, really. 


the children's penicillin 


@» Smith Kline & French represented by Menley & James, Limited, London S.E.5 
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Announcing 


‘Cathomycin 


(SODIUM NOVOBIOCIN) 


) 


a new antibiotic 
of life-saving potential 
discovered in the Merck Sharp & Dohme Research Laboratories 
‘CATHOMYCIN’ is well absorbed when given orally 
and is indicated principally in the treatment of 


STAPHYLOCOCCAL INFECTIONS including those resistant 


to all other antibiotics 


Excellent results have been reported in the following conditions : 


Post-operative wound infections Enteritis 

Cellulitis Whitlows and paronychiae 
Staphylococcal septicaemia Maxillary sinusitis 
Varicose ulcers Osteomyelitis 


Recurrent and persistent carbuncles Infected amputation stump 


Various skin abscesses Infected burns 


‘CATHOMYCIN’ is also effective in conditions due 
to susceptible strains of PROTEUs and certain infections 
due to streptococcus, diplococcus, corynebacterium and 
pasteurella. 

How Supplied : ‘Cathomycin’ Tablets are supplied in bottles of 16. 


Each tablet contains the equivalent of 250 mg. Sodium Novobiocin. 
Literature gladly supplied on request. 


Available for prescription on Form E.C.10 


@D MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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PUROVERINE for the treatment of 
PRE-ECLAMPSIA and ECLAMPSIA 


In most cases of pre-eclampsia and eclampsia, 
Puroverine produces a satisfactory fall in blood 
pressure to almost normal levels. This can be 
achieved very quickly by intramuscular or 
intravenous injection, or more slowly by oral 
administration. There is evidence that a reduc- 
tion of blood pressure improves the uterine 
blood flow. Futhermore the albuminuria also 
diminishes but does not always entirely 
disappear. 


Treatment with Puroverine therefore removes 
the immediate danger to the mother and 
improves the prognosis for the foetus. The 
foetus may still die in utero, however, since 
the placenta is often small and extensively 
infarcted in severe cases of pre-eclampsia and 
eclampsia. No ill-effects on the foetus due to 
Puroverine have been observed. 


PUROVERINE contains protoveratrines A and B in the constant ratio of 2:1 
Tablets: Bottles of 100 and 1,000 (0:25 mg.). Hospital Prices: 11/7 and 102,3 
Ampoules: Boxes of 6 and 20 (0°! mg. in 1 ml.). Hospital Prices: 5 2 and 15/8 


Literature and samples available on request 


SANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.| 
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BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM 





+ WOW POSSIBLE! 
INCREASED SAFETY 


AND EFFICIENCY WITH 


D a O rn VC | Ni 


/ IN THE TREATMENT OF 
INFLAMMATORY SKIN CONDITIONS 





HYDROMYCIN by combining the anti-inflammatory 
properties of Hydrocortisone with the anti-bacterial 
properties of Neomycin offers increased safety over 
the use of Hydrocortisone alone. HYDROMYCIN is 
ideal in the treatment of contact dermatitis, atopic 





dermatitis and non-specific pruritus. 
SKIN OINTMENT Tubes of 5G and ISG 
EAR/EYE OINTMENT Tubes of 3G 
EAR/EYE DROPS Bottles of 3 ml. 
THE FULL poe 
RANGE OF CORTISTAB (Cortisone Acetate) Tablets, Injection, Eye Drops, 


BOOTS Eye Ointment. 

HYDROCORTISTAB (Hydrocortisone) Tablets, Local & Intravenous 
BRITISH Injections, Skin Ointment, Eye Ointment, Eye Drops, Cream. 
DELTA-STAB (Prednisolone) Tablets. 


MADE 
CORT 
COSTEROIDS 


—_— ee ee eee ee 





Literature and further information gladly sent on request: 
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Relief of 
Rheumatic Pain 
in 

General Practice 


It has been estimated that 8 out of 10 
patients go to their doctors with some form 
of rheumatic complaint. In all cases, the 
first aim is prompt relief, preferably calling 
for no supervision in administration. An 
effective and safe remedy is massive aspirin 
dosage in the form of Berex tablets. 


Clinical study* has shown that the cal- 
cium succinate in Berex prevents toxicity 
from massive dosage. The prothrombin 
level is maintained and there is no haemor- 
raghic tendency, even after prolonged 
a. Your patients can enjoy prolonged 
relief, in safety, by reducing the initial 
dosage as soon as the pain diminishes. 
Side effects— including gastric — are 
fewer and milder, if present at all. 


Experimentally, by Warburg test, it has 
been shown that the inhibitory action of 
salicylate on tissue respiration is tom- 
pletely offset. The beneficial effect of suc- 
cinate is attributed to its stimulating effect 
on cellular respiration and respiratory 

systems. By encouraging tissue 
respiration Berex assists in alleviating pain. 


bin time even after 68 days of succinate- 

i ee kat RAMAN FAM, 
- JUFr Cc . 

safety and efficacy, permitting wide use both —'™*4: brings 8 out of 10 patients 

for treatment and maintenance without the °° *h® surgery. Prompt and prolonged 

excessive supervision requiredin many other _‘elief can safely be given, in all 

forms of therapy.” Delaware State Med.J., —_ ferms of rheumatism, by Berex 


1954, 26,22. in messive and prolonged desage. 


BER E X...... 


For prompt relief of pain associated 
with all forms of rheumatism. 
PORMULA: Calcium succinate 2-8 gr. 
acetylsalicylic acid 3-7 gr. 
1M TABLET FORM: basic N.HS. price, 
4/84d.— 100 tablets; 24/3d. — 600 tablets. 
Berex has never been advertised to the public 
A professional sample wil be gladly sent on request to: 
MEDICAL DEPT., BEREX PHARMACEUTICAL CO., 
SEL.VUS ROAD, NORTHOLT, GREENFORD, MIDDLESEX. 


% “No abnormal prolongation A prothrom- 
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Desogen lozenges 


for the prevention and treatment of infections of the 
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ORAL 
CONTROL OF OEDEMA 
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Oedema in cardiac patients can now be successfully controlled by Mercloran, 
a mercurial diuretic which is effective when given orally. Two to three Mercloran 
Emplets daily maintain a smooth oedema-free state and eliminate the see-saw 
effect of preparations given intermittently. Mercloran in most cases completely 
eliminates the need for injection. 

However, where it is deemed necessary to initiate treatment parenterally 
the chemically related compound, Mercardan, is available. 


MERCLORAN...... 


(CHLORMERODRIN N.N.R.) 


EMPLETS: (enteric coated tablets) 
In bottles of 25 and 250 


AND MERCARDAN FOR PARENTERAL USE 


Pa » PARKE, DAVIS & Company, Limited (/nc U.S.A.) Hounslow, Middlesex 
“en” Tel. Hounslow 236! 
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But there are other ways— 
in dealing with seborrhoea capitis 


Simple seborrhoea can be brought under control by the weekly 
use of Genisol, applied in the manner of a shampoo. Genisol 
has been formulated to remove the loose scales, at the same 
time stimulating the production of normal] tissue: the inclusion 
of hexachlorophene prevents aggravation of the condition by 
bacterial invasion. 

Persistent seborrhoea capitis quickly responds to the com- 
bined treatment of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous partings in the 
hair, followed by frequent applications of Genisol as directed. 


Genisol and Sebigen Prescribabie on E.C.10 


Genatosan Limited, Loughborough, Leicestershire. 
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POLYBACTRIN 


antibiotic powder spray 






INVALUABLE IN ALL BRANCHES OF 
SURGERY 


Polybactrin provides a unique 
and economical means of 
applying a combination of Zinc 
Bacitracin, Neomycin Sul- 
hate and Polymixin  ‘B’ 
Sulphate—the three antibio- 


The antibiotics are presented 
in an ultra-fine powder form 
dispersed under pressure with 
a propellant, and unlike other 
means of powder insufflation 
incommon use, there is norisk 
of contamination of the anti- 
biotics by airborne pathogens 
obtaining entry into the unit 
by suction. 


| 
| 
| 
| 
| 
I 
| 
| tics of choice for topical use. 
| 
| 
| 
| 
| 
| 
| 


COMPLETE DISPERSAL OF 
POWDER OVER THE WOUND 


1.The Polybactrin unit offers a new 
technique for topical application of 
antibiotic therapy, enabling an 
efficient, economica] and dry cover- 
age of the wound area to be made. 

2. The extensive range of bactericidal 
activity afforded by the triad of bac- 
itracin, neomycin and polymixin 
gives an extremely wide coverage 
of wound pathogens without the 
risk of inducing resistant strains of 
organisms. 

3. Ps. pyocyaneus, particularly pres- 
entin burns, is comp!etely inhibited 
by polymixin, considerably reduc- 
ing the healing time. 

4. Polybactrin is not readily absorbed 
and there is no risk of systemic 
toxicity occurring. 

5. The propellant gasis non-toxic and 
does not support combustion. 

6. There are no contra-indications to 
the use of Polybactrin. Systemic 
therapy may be given concurrently 
if necessary. 


FORMULA: Each pack contains: 
Neomycin Sulphate 750 mg. Poly- 
mixin ‘B’ Sulphate 150, units. 
Zinc Bacitracin 27,500 units. Propel- 


A FRACTIONAL RELEASE GIVES 
















lent 83°5 g. Net contents 85g. _§_—-4 

pn 

ORAS: E 511, antibiotic powder <pray 
eae 

Supplies initially for Hospitals only—no samples available. ~~~-~~ 

CREWE: LonDOR: 
Sosiene CALMIC LIMITED 2 Mansfeld Strat, 9 





AUSTRALIA: 458-468 Wattle St., Ultimo, Sydney,N.S.W. CANADA: Terminal Building, York St., Toronto 
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A convenient form in 


which to administer Aluminium 


Hydroxide treatment 


®DROXALIN tablets are ®DROXALIN enables 
smooth, pleasant-tasting and break Aluminium Hydroxide to be 
down easily in the mouth. They administered in an exceptionally 
are, therefore, completely accept- __ palatable form. 
able to the gastric patient. The 
tablets are individually and hygieni- ACTIVE INGREDIENTS 
cally sealed in sets of six. Aluminium Hydroxide 
Professional samples available on request Magnesium Trisilicate 

















ACiD ADSORBENT 


Prescribed on Form E.C.\0 





Manufactured by SCOTT & TURNER LIMITED, ANDREWS HOUSE, NEWCASTLE-ON-TYNE 
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3 to 5 times 
more active than 
hydrocortisone 


or cortisone. 


ELTALON 


BUFFERED TABLETS 


REGO.T.M. 

VAJOR INDICATIONS: 
Rheumatoid Arthritis, 
Severe allergies. 


The antacids and the protective coating covering 
the Deltalone crystals increase therapeuticadvant- 
ages by lessening the risk of gastric disorders. 
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TNLONE ~ 


BUFFERED TABLETS: At 5 mgm. or at 1 mgm. 


ADVANTAGES: = conwuta: 

— Better gastric tolerance, Prednisone 
due to the addition of | (Pel#-1-Cortisone) 
Aluminium hydroxide 
antacids. These counteract Magnesium trisilicate 
the gastric hyperactivity 
often caused by these 
corticoids. 
a protective coating which 
covers each hormone 


crystal individually. 


No sodium or water 


retention when usual 





therapeutic doses are prescribed. 


WARD, CASSENNE LTD. 
116 Victoria Street, London, S.W.1 ¢ 
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Stress 


ANXIETY STATE — aids to diagnosis 


In a recent medical article*, the following symptoms and 
signs were put forward as aids to the diagnosis of the 
anxiety state. They are not diagnostic, but in association 
with other observations may suggest the diagnosis. 


SYMPTOMS 


Headache (often localized in the back of the head and neck). 
Inability to read or think (inability to concentrate). 
Insomnia, dizziness 
Palpitation and tachycardia f 
Faintness —— 
Sense of tightness in the chest } hyperventilation. 
Anorexia (common), nausea, emesis, diarrhoea, aerophagia. 
Abdominal pain, backache, pain and stiffness 

in the shoulder region. 


often resulting 
from 


SIGNS 


Sighing, wearing of tinted glasses, bitten fingernails. 
Axillary perspiration. 


AIDS TO TREATMENT 


In the treatment of anxiety and tension, no one 
disputes the fundamental importance of the simple 
psychotherapy which the General Practitioner 

is so well placed to dispense. Yet he, himself, 
generally recognises the need for a more material 
adjunct, a tonic and restorative, which will assist 

the nervous system as well as the organism as a whole. 
Sanatogen is an active nutrient tonic, and the choice 
of many physicians in such circumstances. 
Conversely, the considerable effect of a poor 
nutritional state on the mental outlook has long been 
recognised. Here again, the merits of Sanatogen 

as a high protein tonic nutrient are apparent. 
Sanatogen contains 95% casein and 5% sodium 
glycerophosphate ; because of its high nutrient value 
and tonic and restorative effects, it is beneficial in 
many forms of physical and mental debility. 


* Aust. N.Z. Gen. Practit. (1955). 26, 88. 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘ Sanatogen’ is a registered trade mark of Genatosan Ltd., Loughborough, Leics. 
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Elastoplast Bandaging Technique 
in the treatment of 


Leg Ulcers 


Firm compression and support is the primary aim in the treatment 


of leg ulcers with the Elastoplast bandage. 


METHOD 


Having first applied vertical 

strips of Elastoplast to all aspects 

of the leg, covering it from ankle tc 
knee, a bandage* is firmly 

applied from the webs of the toes to 
just below the knee, taking the 
turns from within outwards. Turns 
should overlap one another by at 
least half the width of the bandage — 
even a two-thirds overlap in the 
lower third of the leg where extra 
support is most needed. 





RESULT Firm elastic support promotes healing of the ulcer by 
expelling cedema, assisting the pumping and massaging effects of 
muscular contraction, and by compressing dilated veins. Careful 
bandaging is essential in order to achieve the best results. 

* 3 inches x 3 yards is the normal size for bandaging purposes. 
Elastoplast elastic adhesive bandages (Porous) B.P.c. are also made 
in 2, 24 and 4 inch widths. Prescribable on Form E.c.10. 


Outside the British Commonwealth Elastoplast is known as Tensoplast. 


FULL DETAILS FROM SMITH & NEPHEW LTD + WELWYN GARDEN CITY - HERTS 
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° Lucozade has won its place in the sickroom because it is so ° 
very palatable. Patients enjoy it and, what is more, they can 

@ keep it down even when other food is refused, or vomited. It e 
is difficult to assess the value of Lucozade simply in terms of 

@ _ the glucose it contains. It is the patient’s response which is so e 


interesting. Its acceptance so often coincides with a distinct 
and happy turn for the better, well illustrated in the following 





4 brief report: 
bd “ My little boy was ill . . . and was completely off od 
his food. I must admit that I only thought of 

e Lucozade at the last moment, after two days of e 
‘ worry, but he improved from the time of taking it.” ° 
* o 
LU COZADE 
° the sparkling glucose dvink . 
°° REPLACES LOST ENERGY . 


ee * - a es 2 e © * e a * a * . * * “ 
royds M37/6 
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in the chronic worrier 


DRINAMYL 





produces a mood of calm composure 


Drinamy] for 
the harassed 


patient 


Anxiety, apprehension or depression may 
cause or complicate a multitude of ills. 
An encouraging smile or a verbal pat on 
the back may help some patients to dis- 
miss a baseless worry. Bui the chronic 
worrier needs more than encouragement if 
the troubles that shadow her life are to 
be met resolutely. ‘Drinamyl’ produces 
the peace of mind that such patients so des- 
perately need. Smoothly and unobtrusively 
emotional tension is eased: harassment 
and anxiety give place to calm composure. 
The patient’s competence to cope ‘with 
problems is restored, and the response to 


treatment improved. 


*DRINAMYL* TABLETS *‘DRINAMYL SPANSULE* SUSTAINED RELEASE CAPSULES 


() Smith Kline & French 


represented by Menley & James, Limited, London S.E.5 
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CHLOROMYCETIN* Ear Drops greatly 
reduce the time and effort necessary 

to treat suppurative otitis media, 
chronic otorrhoea, and infections of 
fenestration and mastoid operation cavities 
Treatment can be conveniently 

carried out, if necessary in the patient’s 
home, and is effective in a matter 

of days as compared with previous 
techniques requiring long and tedious 
application under close supervision. 


fe 


CHLOROMYCETIN ...... ae 


EAR DROPS 10% & Company Limited (Inc. U.S.A 


Deo) in See. vals LJ. ——— HOUNSLOW, MIDDLESEX 
glycol in 3 C. th drop 236! 
& bottles of 100 c a ee ae 
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Controlled purity in nutrition 


THE MEDICAL PROFESSION has always recognized the paramount importance of 
purity in food. To maintain this essential feature is therefore a constant care 
throughout the production of ‘ Ovaltine’. 

‘Ovaltine’ is an original product—the result of prolonged research. It 
provides energizing nutrient elements and added vitamins in digestible form 
for general upbuild. 

This delicious food beverage is prepared, under scientific control, in the 
‘Ovaltine’ Factory which is considered to be the ideal of what a food factory 
should be. Here the highest standards of hygiene reinforce meticulous and 
constant testing by the ‘Ovaltine’ Research Laboratories. 

These exceptional measures render ‘Ovaltine’ a food product of outstanding 
merit—controlled throughout for quality and purity. 


OVALTINE jatibevrase 
Food Beverage 
Vitamin Standardization per oz. 
Vitamin By, 0.3 mg.; Vitamin D, 350 i.u.; Niacin 2 mg. 


A. WANDER LTD., 42 Upper Grosvenor St., Grosvenor Sq., London, W.1 





Manufactory, Farms and ‘Ovaltine’ Research Laboratories: King’s Langley, Herts. 


M.386 
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CHA _WANDER DD, 


the newest proven mod‘fication of PAS for safe, acceptable, convenient and 
Ganpelioniy reliable performance in combined regimens with Isoniazid. 


B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoate, first introduced by our 
Research Laboratories in 1948, is an acknowledged contribution to tuber- 


culotherapy. 
ADVANTAGES 


CALCIUM B-PAS (Wander) is virtually insoluble, 

It provides high blood levels of extended duration. 

It is practically tasteless. 

It is well tolerated and best suited for domiciliary use. 


MULTIPLE PRESENTATION FOR COMBINED REGIMENS 


CALCIUM B-PAS (Wander) is available as such in two convenient forms: 
Powder and Cachets. Content in each form is ranged so that the daily regimen is 
simplified. The 3.5 g. Powders taken with a draught of water or milk are especially 
acceptable. For combined regimens of B-PAS and INAH, ‘B-PASINAH’ 
Powders and Cachets according to preference supply the advantage of concurrent 
therapy in readily acceptable form which practically ensures the patient’s 


co-operation in carrying out instructions. 
3 PACKINGS 
CALCIUM B-PAS 


Powders: Tins of 150 and‘S00 x 3.5 g. envelopes 
_Cachets: ., ,, 80 and§400 x 1.0g. 
Sodium B-PAS (Wander) also available in 1.5 g. Cachets 


*‘B-PASINAH? (B-PAS plus Isoniazid) 


Powders: Calcium B-PAS Crap a 5 g. 
Isoniazid . 7.5 mg. 
Tins of 150 and 500° 


Cachets: Calcium B-PAS (Wander) I g. 
Isoniazid . 25 mg. 
Tins of 100 and 500° 


Pull Abstracts from Literature on B-PAS, also details of institutional quantities and prices sent on request. 


*PASINAH’ Cachets of 1.5 g. Sodium PAS and 17,.25, a eee Isoniazid also available. 
Tins of 100 and 500 


All Wander tuberculostatic products are obtainable jrom usual pharmacists or direct from 


A. WANDER LTD., 42 Upper Grosvenor St., Grosvenor Sq., London W.1 





CANADA: A. Wander Ltd., Peterborough, . INDIA: Khatau Valabhdas & Co., Indian 
, Globe Cham! Fort Street, Fort, Bombay, 


Ontario. AUSTRALIA: A. Wander Lid., a ; 
Devonport, Tasmania. NEW ZEALAND : t Spake Lek PO ee ea. 
A. Wander Ltd., Christchurch. CEYLON: A. Baur & Co. Lid.” Colombe. 


M.399 
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*CORTISPORIN’ 


kilis the bacteria of 


surface infections 


This new ointment contains 
bacitracin, neomycin and poly- 
myxin B sulphate. It has a wider 
range of activity than any 
single antibiotic, destroying 
gram-positive and gram-negative 
organisms, including Ps. pyo- 
cyanea, proteusand staphylococci. 
Bacterial resistance or _ skin 
sensitisation are unlikely with 
*‘Cortisporin ’ ; nor does it induce 
cross-resistance or cross-sensitis- 
ation to penicillin or other 
antibiotics. It often succeeds 
where other antibiotics fail. 
*Cortisporin’, by virtue of its 
other constituent, hydrocortisone, 
also reduces inflammation. 


‘Cortisporin’ OINTMENT 


BRAND 


Issued in collapsible tubes of 10 gm. 
with nozzle for economical use. 


at BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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ANALGESIA 





FOR ALL PAIN that responds to aspirin; for 
all palates, and for all patients—even the dyspeptic 
—PAYNOCIL ts universally acceptable. 

FOR CHILDREN there is no pleasanter way 
of taking aspirin, and coaxing is seldom necessary. 
JUNIOR PAYNOCIL tablets contain just the right dose. 


NON-IRRITANT—the aspirin particles are minutely and evenly spread 
over the gastric mucosa in a harmless and non-adherent form. 


ACCEPTABLE—the flavour of Paynocil is remarkably pleasant and the 
presence of aspirin is unnoticed. 


QUICK DISPERSING—the disintegration of Paynocil tablets on the tongue 
—without water—has been called “flash dispersal”. Chewing 
is unnecessary and swallowing effortless. 


PAYNOCIL . Junior PAYNOCIL 


EACH TABLET CONTAINS 








EACH TABLET CONTAINS . 
Acetylsalicylic acid ......... 10 grains e Acetylsalicylic acid........... 24 grains 
Aminoacetic acid......... .. § grains Aminoacetic acid ............ 1} grains 
PACKAGES in sealed foil strips: @ PACKAGES in sealed foil strips: 
Cartons of 18. fs Cartons of 20. é 
Dispensing packs Dispensing packs of, ; 
of 240: basic @ 240: basic N.H.S. > 
N.H.S. cost cost (tax free) a 
(tax free) @ 12/- ae 
s 21/8d. 
% e PRICE 
o NOW 
% -* REDUCED 


Cc. Lk. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 


Taare 
PEER Li 
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Well in the lead... 


Vp Penicillin-V Lilly is an effective oral penicillin that is 
stable in the acid form and is not inactivated by gastric 
secretions. For the first time in oral penicillin therapy, 
clinical results produced are consistently comparable 
with treatment by parenteral penicillin. 

When the case calls for penicillin, let Penicillin-V 
Lilly—the penicillin that “ passes the acid test ”’—be 
your choice. 
The average dose is 0.5 Gm. daily—125 mg. four 
times in 24 hours, increased in severe infections. 
tvailable as 
*Pulvules’ 125 mg. (200,000 units), also 250 mg. and 60 mg. 
(Paediatric) 
Suspension 62.5 mg. per 5 cc. For Paediatric use. 
and as Tastets Penicillin-V-Sulpha, Lilly 
(Penicillin-V with Sulphonamides). 


PENICILLIN-V LILLY 








uly 


EL! LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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Now that the populace, rightly or wrongly, is becoming so ‘cancer- 
conscious’, it is inevitable that our symposium on ‘Gynecology’ this month 
should be introduced by two articles on carcinoma of the 
The uterus. We would particularly commend to readers Mr. 
Symposium Kenneth Bowes’ thoughtful article on treatment. Too often, 
as he points out, ‘when statistics are employed in analysis 
“things are not always as they seem” ’. Statistics divorced as they so often 
are today from clinical judgment can so easily prove confusing, if not 
actually misleading. Mr. Bowes indicates the crux of the problem when he 
says that ‘further work, based upon more accurate details of the stage, site, 
and type of growth will have to be available for the proper answer to be given 
to this question’—i.e. the correct form of treatment. The last few years 
have witnessed a tremendous advance in the cytological diagnosis of car- 
cinoma of the uterus, and this important diagnostic development is ably 
summarized by Dr. Bamforth. The other articles in the symposium deal 
with aspects of gynecology which are all within the ken of the family doctor 
—whether it be the indications for, and results of, hysterectomy, the diagnosis 
of ovarian tumours, or the conditions which he is called upon to treat himself, 
such as leucorrheea and the gynzcological problems of adolescence. The 
symposium concludes with a review of a problem which is assuming ever- 
increasing importance—‘the female contribution to the sterile marriage’. 


THE present artificial separation of preventive and curative medicine is 
largely the result of the original unfortunate confusion of thought which 
looked upon ‘public health’ and ‘preventive medicine’ as 

Curative and synonymous and equivalent terms. The separation has been 
Preventive accentuated by the current craze for specialization. ‘Public 
Medicine health’ is undoubtedly ‘preventive medicine’, but so also is 
good general practice. If this were fully appreciated, much 

of the present controversy concerning the relative functions of local authority 
medical officers and general practitioners would disappear. Fortunately, 
the more thoughtful among both medical officers of health and general 
practitioners appreciate the essential unity of their respective spheres of 
work. This unitarian concept was admirably epitomized by Dr. C. Metcalfe 
Brown, the medical officer of health for Manchester, in our recent sym- 
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posium on ‘Home Care and Nursing’ (The Practitioner, 1956, 177, 48): “The 
general practitioner is the doctor to the family and as such has the first and 
the last say in the care and treatment of each member of the family. The 
preventive service and the hospital service are there to help the family 
doctor, not to displace him’. 

In practice, however, we are faced with the illogical tripartite organization 
of the National Health Service, which works to the benefit of no-one except 
the pigeon-holing bureaucrats in Savile Row. It may well be that our 
national gift for making the unworkable work may overcome this obstacle. 
There are undoubtedly signs, in certain areas at least, that’ reasonably 
minded medical officers of health and general practitioners are evolving a 
method of cooperation based upon mutual understanding of each others’ 
difficulties and a common desire to give the ratepayers in these areas the 
best possible medical care. Whether a gradual development of such schemes 
will overcome the administrative difficulties inherent in the present organiza- 
tion of the National Health Service is doubtful, and sooner or later the time 
will come when administrative, if not Parliamentary, action will be required. 
In a recent issue of The Medical Officer (1957, 97, 31), Dr. Gerald Ramage, 
the county medical officer of health, Staffordshire, propounds a scheme 
which is deserving of the most careful consideration by both general prac- 
titioners and medical officers of health. Unfortunately, he seems to assume 
that ‘curative’ and ‘preventive’ medicine are two entirely separate subjects, 
but his detailed scheme for general practitioners taking over many of the 
duties at present covered by local authority medical officers provides a useful, 
if provocative, basis for-discussion. Has the time not come when two or 
three representative medical officers of health and an equal number of 
experienced general practitioners should get together informally and thrash 
out a scheme which will form the basis for long overdue reforms in the 
National Health Service, so far as it concerns the work of local authorities 
and general practitioners? 


Or the many contributions which the general practitioner can make to the 
health of the nation, not the least important is by providing an accurate 
picture of the incidence of disease. As the traditionally 

Illness in ‘killing’ diseases come under control, mortality rates 
Young Children become increasingly less reliable as a guide to national 
health. For this purpose their place must now be taken 

by morbidity rates, and for these we are to a large extent dependent upon 
the general practitioner. This is admirably brought out by a survey carried 
out by thirteen practitioners in Wigtownshire, and reported in the Health 
Bulletin (1956, 14, 69) issued by the Department. of Health for Scotland. 
The population covered by these practitioners is approximately 19,000, of 
whom some 1,700 are children of pre-school age. During the course of one 
year these practitioners madeé an inventory of the reasons for calls on their 
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professional time in respect of children of pre-school age. 

Their report shows that during the year 944 such children were attended, 
and 1,380 individual illnesses or accidents were recorded. This involved 
1,989 visits and go2 consultations: i.e., 1.46 illnesses per sick child, and 
1.44 visits and 0.65 consultation per individual illness. Of the detailed 
figures provided, perhaps the most interesting are that infections of the 
upper respiratory tract were the most frequent cause of illness, being 
responsible for 19 per cent. of illnesses, that the second numerically most 
important illnesses were those to which only a symptomatic diagnosis 
could be given (11.6 per cent.), and that there were only eight instances 
of deficiency states, including four of anemia, two of malnutrition and one 
of rickets. That such a survey gives a more reliable picture of the true 
incidence of ill health is interestingly illustrated by the fact that in the 
whole of Wigtownshire, which has a population of around 32,000, in 1953 
there were only four deaths among children aged 1 to 4 years: one each 
attributed to measles, malignant tumour, congenital malformation, and 
violence. 


As the British Parliament learned to its cost in the pre-1914 era, no-one is 
more adept than an Irishman at befogging the issue with words. On the 
other hand, he can be equally adept at going straight to the 

Anatomy: root of a problem and picking out the essentials from a 
U and Non-U morass of pedantic irrelevancies. Professor M. A. MacConaill, 

professor of anatomy in University College, Cork, comes 
into the second category. In a brilliant essay in a recent issue of the Jrish 
Journal of Medical Science (January 1957, p. 15) he discusses the differences 
between University (U) and non-university (non-U) anatomy. His thesis 
is a simple one. A university is a place of scholarship, and true scholarship 
can be had in anatomy. ‘Such scholarship should be demanded from the 
undergraduate in medicine just as we demand it from the undergraduate in 
arts’. He ‘asserts boldly that the reputed fruits of an education in arts can be 
obtained just as surely by a thorough training for the second university 
examination in medicine. A man who has learned to use his hands and his 
eyes in good dissection is in truth the mirror-image of a sculptor . . . The 
man who has learned to write clearly, concisely and consistently upon 
anatomical facts and principles has shown a mastery of grammar, logic and 
rhetoric sufficient to satisfy even an Abelard or an Aquinas’. 

In his opinion the Bible of anatomy is the human body—a phrase coined 
in an age when ‘the Bible was the classic of the common man and it helped 
to breed a sharp concision and a stark directness that are disappearing as 
the Bible is less and less read’. This has been followed by a corresponding 
decline in what he calls ‘a classical temper of thought in medical education’. 
*“Quain’s Anatomy’’, the anatomist’s English classic has gone’, whilst ‘the 
most recently issued textbook is alarming in its sloppiness, bad editing and 
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grossly insufficient content’. Professor MacConaill’s provocatively brilliant 
exegesis should be read and pondered by all concerned with the future 
of the profession. The crux of the problem will be found in his peroration. 
Unless the anatomist can indeed make the dry bones live, anatomy can never 
take its place as the modern equivalent of a sound training in the classics. 


Tue total expenditure on nurses’ uniforms in the hospital service must 
approach {1 million each year, and laundering probably costs another 
million, according to a contributor to the Nursing Times (1957, 
National 53, 47). A suitable national uniform for nurses, it is suggested, 
Uniform would not only lead to considerable savings, but would also 
for Nurses save a great deal of unnecessary work and irritation for hospital 
staff generally. At the present time a nurse’s uniform remains 
the property of the hospital supplying it. This means that a sister or nurse 
has to return her uniform when leaving a hospital and be supplied with a 
new one at the hospital to which she is moving. Apart from the practical 
advantages that would accrue from the introduction of a national uniform, 
the view is expressed that ‘the majority of nurses would welcome a uniform 
designed in accordance with present-day needs and with an eye to esthetic 
as well as aseptic considerations’. 

This suggestion received sympathetic editorial consideration (Jbid., p. 59), 
although it is admitted that ‘any subject as emotionally charged as what 
nurses should wear is bound to produce heated arguments and a conflict of 
intensely personal views’. The one definite recommendation made is that 
the apron should be ‘banished to its proper place’. ‘It should be kept in 
the ward and donned for its protective purpose only—not worn as uniform 
or to hide an ungainly dress beneath’. Dress designing, it is said, ‘is an 
art in which nurses are not skilled’, and it is suggested that the colour of 
the uniform should be left to the authorities who advise on the modern use 
of colour in ward decoration. Should a national uniform be decided upon, 
certain criteria are laid down with which it should comply. It should fit 
the wearer—“‘not having to be gathered into some sort of shape by a clumsy 
belt’. It should be related to the style of today—‘not of a century ago with 
gathers and tucks’. Tradition clings to the nurse’s cap, ‘which is a badge of 
distinction—no less and no more! But a cap need be neither a coif nor a 
veil, nor a butterfly attachment apparently about to take flight’. The 
Nursing Times obviously finds it difficult to decide whether the cap should 
stay but feels that there is much to be said for the suggestion that it might 
be retained as ‘the distinctive badge of the nurse the world over’. No mere 
male is going to be rash enough to become involved in such delicate prob- 
lems, except to the extent of expressing the view that there are certainly 


some nurses’ uniforms which could be improved both practically and 
zsthetically. 





THE TREATMENT OF CARCINOMA 
IN THE CERVIX 
AND BODY OF THE UTERUS 


By KENNETH BOWES, M.D., M.S., F.R.C.S., F.R.C.O.G. 
Surgeon, Obstetric Department, St. Thomas’s Hospital 


UNTIL the end of the 1939-45 War, treatment of carcinoma in the uterus, 
whether situated in the body or cervix, was provided by the alternative 
methods of operation or irradiation. In general, irradiation was advocated 
for cervical cases and operation for malignancy in the uterine body. There 
were, of course, workers whose methods were exceptions to this general 
policy. Bonney, for example, always advocated the Wertheim hysterectomy 
for carcinoma of the cervix when possible, and the staff of the Radium- 
hemmet in Stockholm in general used radium for the treatment of corporal 
cancer. j 
THE PRESENT POSITION 

Although in our present state of ignorance as to the mode of origin and 
the spread of cancer, surgery and irradiation still provide our measures of 
therapy, changes have taken place in outlook since the end of the War. 
No longer is it a question of ‘either’ operation ‘or’ irradiation, for their 
relative merits and disadvantages when used separately are more or less 
equal, and the improvements in surgical approach gained by modern anzs- 
thesia, blood transfusion, the antibiotics in preventing infection, and the 
more effective training of gynecological surgeons, have been counter- 
balanced by the advances made during the same period by radiotherapists. 
Here it may be stated that the position as regards treatment of uterine 
cancer has been one of progress and results continue to improve. 

The changes in outlook which have taken place and merit an article such 
as this at the present time are fourfold. In the first place, operation and 
irradiation are not mutually exclusive methods. As Meigs (1956) remarks, 
‘we are now trying to substitute intelligence for dogmatism in the treatment 
of carcinoma of the cervix, both radiation and surgical’. Secondly, if the 
methods are not exclusive, then either may be tried to redeem the failures 
of the other. Thirdly, in an attempt to improve results both methods may 
be employed sequentially: for example, many workers now use preoperative 
radium treatment to kill off the growth before removing it. Finally, attempts 
are being made by histological and cytochemical changes in irradiated 
tissues to determine whether or- not the response of a tumour to irradiation 
is favourable. These factors lead to the main trend at the present time: 
the individualization of treatment to the particular patient and her tumour. 
Thus the practitioner may find that paticnts with uterine carcinoma whom 
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he refers for treatment may be treated in several different ways although 
they perhaps seem to have much the same type of lesion on ordinary clinical 
examination. This may be confusing, and it is with the idea of showing the 
reasons behind the therapy that this article is concerned in an attempt to 
clarify the issue as it is seen at the present time. 

Another change which has occurred since 1945 is in relation to the very 
early deviations from the normal which may occur in tissues and which 
may or may not progress to clinical invasive cancer. Before 1945, the 
question of pre-cancerous lesions, or lesions such as we now describe as 
carcinoma in situ, was only being discussed at a few centres, and diagnosable 
cancer was taken to be clinically evident disease with biopsy proof of 
invasion. 

PATHOLOGICAL CONSIDERATIONS 
Until some new approach in research reveals a better method of treatment, 
we have to base our use of surgery and irradiation on pathology. The end- 
result in cancer seems to depend ultimately upon the relationship between 
the type of growth and the resistance it encounters in the host’s tissues, 
rather than upon the time and type of treatment. Probably the cancer starts 
as an alteration in the biological activity of a small area of cells or perhaps 
several such areas. The cells multiply and overcome the resistance of 
surrounding tissues. Satisfactory treatment needs effective local treatment 
either by surgery or irradiation, and also extensive treatment of the lym- 
phatic field by the same agents. Carcinoma in the uterus embodies two quite 
different forms of cancer. That of the endometrium corresponds very much 
to intestinal cancer. Both are glandular carcinomas of relatively favourable 
malignancy (to use an Irishism); the prognosis of both is adversely affected 
by penetration into the underlying muscle tissue; and lymphatic gland 
involvement is later in the course of the disease and definite groups of 
glands are affected. Cancer of the cervix on the other hand bears some com- 
parison to cancer of the breast. The primary growth is more malignant than 
that of the uterine body; spread occurs early in a rich field of lymphatics 
which drain to several groups of glands. Just as the general surgeons are now 
trying to individualize the treatment of their cases of cancer of the breast 
because they have realized the disadvantages of radical mastectomy, similarly 
the gynzxcological surgeons have to weigh the pros and cons of the Wertheim 
operation. 
THE VERY EARLY STAGES OF CARCINOMA 

The desire to obtain earlier evidence, either of the existence of malignant 
disease, or of its possible precursors, so that treatment can be applied more 
effectively or even prophylactically, has led to much discussion in relation 
to uterine neoplasms, although the same ideas have been applied to other 
structures. In the case of the cervix there is no doubt that cellular changes 
as contrasted with typical invasion of deeper tissues can occur and be 
followed by true clinical carcinoma. These cellular changes of nuclear 
abnormality and hyperplasia are given a series of not very satisfactory 
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terms: carcinoma in situ, intraepithelial carcinoma, and pre-invasive carci- 
noma. They may be found associated with any type of cervical appearance 
on ordinary examination and nowadays may be diagnosed when the vaginal 
smear is used. The diagnosis of intraepithelial carcinoma is a momentous 
one which can only be made by a very expert pathologist with considerable 
experience in gynecological pathology. Moreover, the diagnosis entails not 
merely evidence provided by the smear, but also by biopsy, and this means 
the examination of a ring of tissue round the external os. The question also 
arises as to whether the pathologist can differentiate between the tissue 
being really pre-invasive or in an early stage of invasion. 

Thus the first disturbing question for the clinician is: How accurate can 
this diagnosis be? In seeking the answer he has of necessity to rely on the 
judgment of his pathologist although he should be able to ask specific 
questions. The clinician’s reponsibility, however, does not end with the 
diagnosis. His next question is: Does clinical invasive carcinoma supervene 
upon this im situ growth? In other words, is im situ growth a true cancer? 
The answer seems to be that it can become a true cancer, but not invariably. 
Carcinoma in situ seems to occur in a younger age-group than does clinical 
cancer (8 to 10 years younger) as would be expected. Series of cases have 
now been reported in which clinical cancer supervened at a variable interval 
of 1 to 17 years. Noteworthy evidence of this is provided by Kottmeier 
(1956) who followed 26 untreated cases, 42 per cent. of which became in- 
vasive cancer within 1 to 19 years. Petersen (1955, 1956) followed 127 cases 
similarly; 4 per cent. of these became truly malignant in one year, 11 per 
cent. in three years, and during nine years 34 out of the total of 127. The 
third question of the clinician is: If im situ carcinoma is an identifiable con- 
dition, and if it is followed by a definite percentage of true invasive cancer, 
what treatment is merited? This will be discussed later. 

In the case of cancer of the uterine body the same question arises as to 
whether states precursory to true clinical cancer occur. Many clinicians have 
been struck by the frequent association of obesity, a late menopause, a 
small number of children and of diabetes mellitus, with carcinoma of the 
uterine body. From such findings a pituitary endocrine factor has been sug- 
gested. Preceding hyperplasia of the endometrium has also been implicated 
by some authorities (Rigo, Scipiades and Vaczy, 1950) and some have even 
gone so far as to suggest that an atypical form of hyperplasia may represent 
a carcinoma in situ here (Hertig and Somers, 1949). Others (McBride, 1954) 
have failed to trace any connexion between the two conditions. 


LYMPHATIC SPREAD AND GLAND INVOLVEMENT 
The cervix, with its function as a barrier to infection of the upper genital 
tract, has an extensive lymphatic field. The upper part of the uterine body 
has a much less extensive one. Thus, gland involvement is much more 
common and occurs at an earlier stage in cervical than in uterine body 
cancer, Even in stage I cases of carcinoma of the cervix such involvement is 
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found in about 18 to 20 per cent. of cases. Gland involvement in corpus 
cases has been searched for less diligently, but seems to be present in a 
smaller number, particularly if the lower part of the cavity is not affected 
by the growth. This possibility of gland enlargement, even in early cases of 
cancer, has always been a strong argument in favour of surgical treatment 
where possible. There is evidence, however (Morton, 1947; Brown et al., 
1951; Kottmeier, 1953; Cherry et al., 1953), that irradiation may favourably 
affect carcinoma in the glands either directly or indirectly if the response 
of the primary tumour is a good one. 


THE REACTION OF THE TUMOUR TO IRRADIATION 
Irradiation in favourable cases produces death in the tumour cells and also 
changes in the surrounding cells of the normal tissues. In carcinoma of the 
cervix attempts have been made to assess the sensitivity of the growth to 
irradiation, with the idea of helping to reach a decision as to whether this 
should be continued as the treatment or whether operation should be done. 
Repeated biopsies have been made (Glucksmann and Spear, 1945), vaginal 
cytological changes have been studied by smears (Graham, 1947; Graham 
and Graham, 1955; Gusberg, 1956), and clinical assessment by observing 
the shrinkage of the growth has been noted. The evidence is still con- 
flicting, but the methods may help in selection of cases for treatment. 
Besides studying the effect of irradiation on the tumour cells, the Grahams 
consider the response of the cells of the normal tissues to be more important 
in assessing response, 


TREATMENT OF CARCINOMA OF THE CERVIX 
This may be more easily discussed according to the stage of the disease 
present in the patient. For this purpose the most satisfactory classification is: 


(i) Intraepithelial carcinoma. (ii) Clinically invasive carcinoma. (iii) The 


advanced case. 
INTRAEPITHELIAL CARCINOMA 

In view of the difficulty in diagnosis, which has already been discussed, 
and the fact that in only a proportion of cases does true invasive cancer 
develop, it is obvious that this condition must give rise to much anxiety on 
the part of the clinician and pathologist responsible for decision. The 
anxicty will be the less if the woman is older and has had children. In these 
circumstances a total hysterectomy together with the removal of a generous 
cuff of vagina should be carried out. The cuff of vagina must be removed 
to avoid the chance of recurrence in the vault, as other foci of intra- 
epithelial changes may be present there. The ovaries need not be removed. 
It is in the case of the younger woman, and particularly when more children 
are desired, that genuine doubt will arise as to the correct line of action. 
Apart from receiving from the patient some general expression of opinion 
as to whether further pregnancies are planned, it seems unfair to expect 
her to enter the discussion as to whether or not she has cancer or what 
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should be its treatment. If pathologists and clinicians are not certain about 
an essentially technical question, how can they expect the patient to be 
clear in her mind? When intraepithelial carcinoma was first identified as a 
clinical entity, total hysterectomy was usually advised at any age. Since it 
has been shown that invasive cancer seems to develop in only a proportion 
of cases, more conservative methods have been used with the idea of local 
removal of the tissue, either by amputation of the cervix or by extensive 
coning of the cervix with the diathermy or even doing nothing and simply 
observing the case. The patient is then watched and re-examined carefully 
both clinically and pathologically at regular intervals for years. Amputation 
of the cervix suffers from the disadvantage that if the case is misjudged, 
and this can be easy, an early invasive carcinoma can be ineffectually dealt 
with and lymphatic areas opened up for spread to occur. Coning of the 
cervix by diathermy at least kills off the carcinoma cells and seals off the 
lymphatics. In decisions of this order the gynecologist must be guided by 
general principles, interpreted in terms of his own experience and attitude. 

Although there are reports of such conservative methods being adopted 
successfully and with the joy of children being borne, I am one of those 
who feel that if intraepithelial carcinoma is cancer it is difficult not to treat 
it as such and not to advise hysterectomy. But there must be adequate 
grounds based upon expert histological examination and adequate biopsy 
material. It is probable that at present too many ‘intraepithelial’ carcinomas 
are diagnosed incorrectly. Another criticism of conservative treatment is 
that it is not easy to follow up patients who may move about the country 
and therefore be lost sight of. Although only a third or less may develop 
true clinical malignancy within ten years, are the results of treatment of 
the invasive stage so good as to be relied upon when this stage is reached? 

Moreover, the invasive growth may not necessarily be ‘stage I’ when it 
becomes diagnosed; no-one can predict the speed of spread in the future. 
It is interesting to note here that Te Linde (1956), who has been one of 
the American authorities on carcinoma im situ ever since its initial recog- 
nition as a state, has recently affirmed his belief in hysterectomy as the 
correct course. 

CLINICALLY INVASIVE CARCINOMA 

The results of treatment of invasive carcinoma of the cervix, whether by 
Wertheim hysterectomy or by irradiation only, have been improving with 
better technique and greater care. They are now so similar—up to 70 to 
80 per cent. five-year survivals in stage I1—that irradiation remains the 
standard method of treatment the world over. It is difficult to see that 
surgery can advance much further, whereas radiotherapy is extending its 
boundaries by new techniques and methods of dosage control. Today, 
radium applications are usually reduced to two in number, considerable 
advance has been made in varying types of applicators, and irradiation of 
the parametrial tissues will be aided by the cobalt bomb. Further, irradia- 
tion gives rise to less risk of ureteric fistula than does operation, and when 
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the growth has ceased to be confined to the cervix radium is the universally 
applied first treatment. The results here, too, are improving. 

One point which has always remained in favour of the Wertheim hysterec- 
tomy has been the question whether the patient who already has glandular 
involvement will have a better prognosis if operation is performed. This is 
still difficult to prove because probably the tumour with early gland involve- 
ment is more malignant any way, and it is known that if the glands are 
affected in tumours which prove to be radiosensitive, they, too, may retro- 
gress. Thus, at present, the use of the Wertheim operation in a restricted 
group of the ‘best’ cases in stage I or early stage II in fit patients of favour- 
able build for operation is in the nature of a research project to see whether 
the ten-year survival rates are better than those of irradiation. It may also 
be justified in certain special instances; for example, if coincident pelvic 
pathological changes are present in the ovaries or Fallopian tubes. 

Operation may be combined with irradiation. If a hysterectomy is con- 
templated many surgeons now precede the operation by one or more 
applications of radium with the idea of killing off the growth and sterilizing 
it. Currie (1952) has performed a magnificent series of such cases, with an 
80 per cent. five-year survival rate and a very low operative mortality and 
few fistulz. 

The alternative method of extensive hysterectomy by the vaginal route 
(Schauta operation) has not found favour in this country, although Pro- 
fessor van Boudwijk Bastiaanse (1955) of Amsterdam has performed a large 
series with a 59 per cent. five-year survival rate in stage I and stage II cases, 
the stage I survival rate being 78.9 per cent. Howkins (1951) devised an 
extension of the Wertheim operation based upon abdomino-perineal resec- 
tion. In his operation, in order to minimize the chances of recurrence in 
the vaginal wall, the whole of the vagina is removed as well as the uterus. 

Yet another group of cases deemed fair to be treated by surgery is that 
in which response to radium treatment appears to be unsatisfactory. This 
would appear logical although it may well be that such cases are resistant 
to present-day methods of treatment, either surgical or irradiational. Meigs 
of Boston has shown in his series (1956) a 61 per cent. five-year survival 
in stage I and 60 per cent. in stage II cases deemed to have a poor irradia- 
tion response and in which radical hysterectomy was then performed. Way 
(1955) operated on 44 out of 55 radio-resistant stage I and II cases in which 
the response was judged by Glucksmann’s biopsy method: 38.8 per cent. 
survived five years compared with 10.4 per cent. when given irradiation only. 


THE ADVANCED CASE 
Exenteration.—Extensive resection of the pelvic organs for advanced cancer 
of either the cervix or corpus was brought into modern surgery by Brun- 
schwig in 1948. If the uterus is removed, together with the rectum and 
bladder, the procedure is termed total exenteration. If the uterus, vagina 
and bladder are removed anterior exenteration has been performed; should 














TREATMENT OF CARCINOMA IN THE CERVIX 279 


the uterus, vagina and rectum be removed the operation is one of posterior 
exenteration. In each case deviation of either the urinary flow or of the 
bowel contents, or of both, has to be provided for. 

The primary mortality of the operation is, of course, high. It appears 
that either the anterior or posterior type of the operation has come to 
stay; it is doubtful whether there are many cases suitable for complete 
exenteration. Operations of this type require special facilities, and patients 
should be referred to centres where these facilities and surgeons experienced 
in this type of work are available. The disposal of the urine in cases in 
which the bladder has to be removed has proved unpleasant for the patient 
if a wet colostomy is necessary, and ureteric implantation into the bowel in 
any form means the risk of recurrent urinary infections. Modern methods 
of creating an artificial bladder from an isolated loop of ileum (Bicker, 1952; 
Pyrah and Raper, 1955) have made a definite advance here. 

Other modes of treatment in advanced cases.—-Carcinoma of the uterus 
does not seem to be hormone dependent and, so far as I am aware, opera- 
tions on the adrenals or pituitary, if tried; have not produced any favourable 
results. The hope in the future would seem to lie with newer irradiational 
methods or with chemotherapy. 


CARCINOMA OF THE ENDOMETRIUM 
Treatment of carcinoma of the uterine body is easier to discuss than that 
of the cervix. Again there are the possibilities of using surgery or irradiation 
alone or in conjunction. For many years surgery has been the standard 
method of treatment where possible, and total hysterectomy together with 
salpingo-oéphorectomy has been performed. Judged by the criterion of 
five-year survival the results are reasonable and in recent reports vary in 
different clinics between 60 and 70 per cent. in patients operated on. About 
three-quarters of the cases seen can have operative treatment so that the 
end-result, expressed as five-year survival for all cases, is between 50 and 
60 per cent. Carcinoma of the endometrium, however, has a longer life 
history than that of the cervix and therefore in the future the ten-year sur- 
vival rate may prove a fairer criterion of the success of treatment, certainly 
in younger patients. For fundal cancer with its limited lymphatic field and 
relatively infrequent involvement of iliac glands this operation seems to be 
extensive enough in most cases. Recurrences usually occur in two sites: the 
vaginal vault or in the vaginal walls, and in the iliac glands; the former is 
the more common. With the idea of minimizing recurrence various tech- 
niques have been developed. For long, surgeons have felt that dissemination 
of malignant cells may occur at operation by manipulation of the uterus or 
by the squeezing of growth through the cervix, thus leaving cells to implant 
in the vaginal vault. Accordingly, steps are always taken at operation to re- 
duce the chance of this happening. The uterus is carefully handled, the cervix 
is occluded by stitches or a special clamp, and the tubes are also clamped. 
Implantation can also be prevented by the preoperative use of radium. 
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An alternative explanation for vaginal recurrence is lymphatic or embolic 
spread of the cancer. The possibility of this, and also the chance of iliac 
gland involvement at the time of hysterectomy, have led some to advocate 
more radical surgery than the routine total operation combined with 
salpingo-oéphorectomy. Thus, the removal of a cuff of vagina is practised 
by many, and others consider that Wertheim’s hysterectomy, implying 
lymphadenectomy, is indicated. It is difficult to see the wisdom of the 
latter as a routine for a disease in which the lesser operation gives good 
results even in older and less fit patients. The uterine cavity, however, 
forms an extensive surface and malignant disease arises not merely in the 
fundal area; it may also spread from this part downwards. When this is the 
case, the progress of the disease is akin to that in the cervix and more 
radical measures are justified. Close upon a fifth of cases of endometrial 
carcinoma seen at the Radiumhemmet involved the cervix (Kottmeier, 1953). 
The realization of this possibility has led to the use of fractional curettage 
being performed to try and assess the extent of the growth before treatment 
is instituted. Specimens of tissue are taken at successive levels: at the ex- 
ternal os, the cervical canal, and in the lower and upper parts of the uterine 
body. This type of curettage is not always easy of interpretation if there is 
a large proliferative type of growth present originating from the fundus but 
forming a large mass in the cavity. 

Some patients suffering from carcinoma of the uterine body are older 
women and may be poor operative risks. These may be treated by radium. 
In fact, radium has been used in Sweden as the preferred method of treat- 
ment for many cases of the disease. 

The method used is rather more complicated than that employed for the cervix, 
and for the best results it entails packing the uterine cavity with multiple sources 
of radium in 8-mg. applicators, some 10 to 20 being used. In addition, a cervical 
and vaginal applicator are also put in position. Two treatments are given. 
Kottmeier (1953) reported 63.6 per cent. five-year survivals by this method. 
Unless done expertly, the results of radium treatment are indifferent and 
not as good as those of operative treatment. 

Radium and operation used in combination.—Aiming at the improvement 
of the end-results of treatment there is a growing tendency, particularly in 
the United States, to use radium and surgery together. Radium may then 
be employed either preoperatively or postoperatively. Preoperatively it is 
applied with the idea of killing the surface growth so that malignant cells 
are less likely to be implanted at operation. It is also claimed that such 
insertions reduce the size of the uterus if it is enlarged, and render it firmer 
so that there is less risk of the uterine wall rupturing at hysterectomy. 
Total hysterectomy is performed at varying times by different workers 
after irradiation (one to eight weeks). Some are not impressed by the use 
of radium in this way because infection may arise and delay operation. 
If this view is held, radium may logically be used postoperatively by an 
applicator placed in the vaginal vault two to three weeks after operation. 
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Corscaden, of New York, has been a protagonist of the combination of 
radium and hysterectomy, and he and his colleague Tovell (1954) have 
reported the results of various methods of treatment in their cases. Of 246 
cases of endometrial cancer, 57 were treated by intra-cavitary radium + 
x-ray therapy, 62 by operation + x-ray, and 127 by preoperative insertion 
of radium followed by hysterectomy six to eight weeks later. The five-year 
survival figures were: 33.3 per cent. by irradiation only, 66.6 per cent. by 
operation, 82.8 per cent. by preoperative radium followed by hysterectomy. 
Similar results have been reported by Webb et al. (1955). Their surgical 
cases gave a 65 per cent. five-year survival rate, irradiation alone 46 per cent., 
and radium + surgery 71 per cent. A second five-year follow-up (i.e. 10 
years in toto) showed that of those surviving the first five years 67 per cent. 
of the surgical cases survived a second five-year period, 71 per cent. of the 
radium + surgery patients, and 46 per cent. of the radium cases. 

As in so many clinical problems, when statistics are employed in analysis 
‘things are not always as they seem’. Corscaden and Tovell, in fact, show 
that if surgery was possible the result of this alone in ‘early’ favourable 
cases was an 84.3 per cent. five-year survival rate as compared with 82.8 
per cent. in cases treated by radium and hysterectomy, as necessarily the 
latter were all operable and localized to the corpus uteri. Thus, further 
work, based upon more accurate details of the stage, site, and type of 
growth will have to be available for the proper answer to be given to this 
question. 
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An alternative explanation for vaginal recurrence is lymphatic or embolic 
spread of the cancer. The possibility of this, and also the chance of iliac 
gland involvement at the time of hysterectomy, have led some to advocate 
more radical surgery than the routine total operation combined with 
salpingo-oéphorectomy. Thus, the removal of a cuff of vagina is practised 
by many, and others consider that Wertheim’s hysterectomy, implying 
lymphadenectomy, is indicated. It is difficult to see the wisdom of the 
latter as a routine for a disease in which the lesser operation gives good 
results even in older and less fit patients. The uterine cavity, however, 
forms an extensive surface and malignant disease arises not merely in the 
fundal area; it may also spread from this part downwards. When this is the 
case, the progress of the disease is akin to that in the cervix and more 
radical measures are justified. Close upon a fifth of cases of endometrial 
carcinoma seen at the Radiumhemmet involved the cervix (Kottmeier, 1953). 
The realization of this possibility has led to the use of fractional curettage 
being performed to try and assess the extent of the growth before treatment 
is instituted. Specimens of tissue are taken at successive levels: at the ex- 
ternal os, the cervical canal, and in the lower and upper parts of the uterine 
body. This type of curettage is not always easy of interpretation if there is 
a large proliferative type of growth present originating from the fundus but 
forming a large mass in the cavity. 

Some patients suffering from carcinoma of the uterine body are older 
women and may be poor operative risks. ‘These may be treated by radium. 
In fact, radium has been used in Sweden as the preferred method of treat- 
ment for many cases of the disease. 

The method used is rather more complicated than that employed for the cervix, 
and for the best results it entails packing the uterine cavity with multiple sources 
of radium in 8-mg. applicators, some 10 to 20 being used. In addition, a cervical 
and vaginal applicator are also put in position. Two treatments are given. 
Kottmeier (1953) reported 51.6 per cent. five-year survivals by this method. 
Unless done expertly, the results of radium treatment are indifferent and 
not as good as those of operative treatment. 

Radium and operation used in combination.—Aiming at the improvement 
of the end-results of treatment there is a growing tendency, particularly in 
the United States, to use radium and surgery together. Radium may then 
be employed either preoperatively or postoperatively. Preoperatively it is 
applied with the idea of killing the surface growth so that malignant cells 
are less likely to be implanted at operation. It is also claimed that such 
insertions reduce the size of the uterus if it is enlarged, and render it firmer 
so that there is less risk of the uterine wall rupturing at hysterectomy. 
Total hysterectomy is performed at varying times by different workers 
after irradiation (one to eight weeks). Some are not impressed by the use 
of radium in this way because infection may arise and delay operation. 
If this view is held, radium may logically be used postoperatively by an 
applicator placed in the vaginal vault two to three weeks after operation. 














TREATMENT OF CARCINOMA IN THE CERVIX 281 


Corscaden, of New York, has been a protagonist of the combination of 
radium and hysterectomy, and he and his colleague Tovell (1954) have 
reported the results of various methods of treatment in their cases. Of 246 
cases of endometrial cancer, 57 were treated by intra-cavitary radium + 
x-ray therapy, 62 by operation + x-ray, and 127 by preoperative insertion 
of radium followed by hysterectomy six to eight weeks later. The five-year 
survival figures were: 33.3 per cent. by irradiation only, 66.6 per cent. by 
operation, 82.8 per cent. by preoperative radium followed by hysterectomy. 
Similar results have been reported by Webb et al. (1955). Their surgical 
cases gave a 65 per cent. five-year survival rate, irradiation alone 46 per cent., 
and radium + surgery 71 per cent. A second five-year follow-up (i.e. 10 
years in toto) showed that of those surviving the first five years 67 per cent. 
of the surgical cases survived a second five-year period, 71 per cent. of the 
radium + surgery patients, and 46 per cent. of the radium cases. 

As in so many clinical problems, when statistics are employed in analysis 
‘things are not always as they seem’. Corscaden and Tovell, in fact, show 
that if surgery was possible the result of this alone in ‘early’ favourable 
cases was an 84.3 per cent. five-year survival rate as compared with 82.8 
per cent. in cases treated by radium and hysterectomy, as necessarily the 
latter were all operable and localized to the corpus uteri. Thus, further 
work, based upon more accurate details of the stage, site, and type of 
growth will have to be available for the proper answer to be given to this 
question. 
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THE CYTOLOGICAL DIAGNOSIS OF 
CARCINOMA OF THE UTERUS 


By JOSEPH BAMFORTH, M.D., F.R.C.P. 


Research Pathologist, Imperial Cancer Research Fund; 
Consultant Pathologist, St. Thomas’s Hospital 


CYTOLOGICAL examination of the vaginal smear was originally introduced 
by Papanicolaou (1943) in the United States as an aid to diagnosis of 
carcinoma of the uterus. It has been generally accepted in the United States 
where it is employed extensively and it is now being used on an increasing 
scale in this country. 

TECHNIQUE 
It is recommended that two smears be examined microscopically in each 


One is prepared by introducing a pipette into the posterior fornix, and the other 
by gently scraping the surface of the portio vaginalis of the cervix, especially in 
the region of the squamo-columnar junction, by means of a small wooden spatula 
as devised by Ayre (1947). Two films can be made upon glass slides and fixed 
immediately, while still wet, in a mixture of equal parts of 95 per cent. ethyl alcohol 
and ether. After fixation the films are stained according to Papanicolaou’s method. 
Alternatively the films may be fixed in Schaudinn’s solution and stained by hemalum 
and eosin. The use of the spatula is specially directed to the diagnosis of carcinoma 
of the cervix. A much greater surface of the cervix can be examined in this way 
than by performing a biopsy. Material may be aspirated directly from the endo- 
metrial cavity with advantage if carcinoma of the endometrium is suspected. 

There are certain characteristics of malignant cells which distinguish 
them from normal cells. For example they tend to stain more deeply because 
the nuclei have a greater affinity for hemalum. The nuclear chromatin is 
arranged in thick irregular masses. The size of the nucleus is often larger 
in relation to the cytoplasm and the nucleoli also are larger than normal. 
There may be considerable variation in the size and shape. The malignant 
cells often occur in clumps but may appear singly. They often ‘stand out’ 
in the microscopic field. It is generally agreed that if the report on the 
smear is positive for malignancy this does not constitute a final diagnosis. 
A positive or ‘suspicious’ report of malignancy indicates that further ex- 
amination, probably necessitating biopsy, is required. This will be discussed 
later. 

Considerable accuracy in diagnosis can undoubtedly be attained by cyto- 
logical examination. 


Graham (1953), in Boston, claimed that 90 per cent. and 70 per cent. of cancer 
of the cervix and cancer of the body respectively can be diagnosed by one cervical 
smear. Other workers have achieved similar success and Anderson and his colleagues 
(1953), in Edinburgh, showed an accuracy of 96.4 per cent. for cervical cancer. 

The results obtained by most workers in carcinoma of the body are 
not so good as in the case of the cervix, although recently better results 
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have been claimed with smears made directly by aspiration from the endo- 
metrial cavity. In the case of post-menopausal bleeding, however, and in 
suspected carcinoma of the body, it is considered that curettage of the 
uterus should be performed. 


CARCINOMA OF CERVIX 
As an aid to the diagnosis of malignant changes in the cervix, cytological 
examination of vaginal and cervical smears has been found to be a valuable 
procedure. Only the two most common conditions—squamous cell invasive 
carcinoma and intraepithelial carcinoma—will be considered here. 

Intraepithelial carcinoma of the cervix, to which an analogous condition 
is found in many parts of the body (e.g. Bowen’s disease of the skin), has 
been and still is a subject of considerable controversy. Many believe that 
it is really an actual early carcinoma, in which there is no invasion of the 
deeper tissues and the carcinomatous changes are restricted by the base- 
ment membrane. Thus it has been variously termed ‘pre-invasive cancer’, 
‘non-invasive cancer’, ‘carcinoma in situ’, ‘stage O cancer’. This lesion 
shows in small confines all the histological features of a carcinomatous 
epithelial change just as they are observed in a frank invasive carcinoma. 

Robert Meyer (1941) stated that ‘the diagnosis can be made when only 
superficial epithelium is available for study and without the necessity of 
observing its relationship to the underlying connective tissue’. He regards 
as criteria for diagnosis certain nuclear and cytoplasmic changes, to which 
reference has already been made in this article. Other authorities, how- 
ever, insist that the term ‘cancer’ should not be used unless definite invasion 
has taken place, and they prefer to employ such terms as ‘atypical’ and 
‘pre-cancerous metaplasia’. The fact that regression and return to normal 
may take place in some cases lends support to their contention. It is obviously 
important that the diagnosis should be made in the earliest stages of the 
disease. The great advantage of the cytological method is that many early 
and unsuspected cases have been braught to light by it in the first place. 
The term ‘unsuspected’ implies that these cases would not have been sub- 
jected to biopsy or further investigation were it not for the positive or 
‘suspicious’ report on the vaginal smear. 

Graham (1953) reported the results obtained from the cytological exami- 
nation of 18,303 patients in the gynecological department at Boston during 
the period 1943 to 1951. 

There were 926 histologically diagnosed carcinomas of the genital tract, of which 
469 were invasive cell carcinoma, 86 intraepithelial carcinoma of the cervix, and 206 
adenocarcinoma of the endometrium. The numbers clinically suspected in these 
three groups were 23, 43 and 13 respectively. ° 

Later reports from the literature show an increasing number of cases of 
intraepithelial carcinoma, of which the great majority are clinically un- 
suspected. This is due almost entirely to the increasing use of cytological 
methods. Before the introduction of cytological diagnosis these early lesions 
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were only found occasionally by biopsy when certain symptoms, such as 
potting after coitus, led to a suspicion of possible malignancy. 

Some authorities (Papanicolaou, 1954; Nieburgs and Pund, 1949, 1950; 
Reagan, 1952) have 
described cell pat- 
terns which they re- 
gard as diagnostic or 
highly suggestive of 
non-invasive carcino- 
ma, but this is not 
generally agreed. I do 
not consider that, as 
yet, there are adequate 
cytological criteria for 
the differentiation be- 
tween invasive and 
non-invasive carcino- 
ma. The cytologist 
builds up his experi- 
ence by comparison 
of the atypical cellular a. i 7 
appearances observed ire ee” ad ae & a 


in the smears with Fic. 1.—Smear showing malignant cells of squamous type 
(Case 1). Hamalum and eosin ( X 550). 





the appearance found 


subsequently on histological examination. The following two cases illustrate 
this point. 


Case No. 1.—Mrs. E.H., aged 57 years. 1-para. Menopause 4 years ago. Admitted 
in July 1956 under the care of Mr. Peel, complaining of pain in the lower abdomen 
and of bright red vaginal hemorrhage for four months, and offensive and profuse 
discharge for three months. She had had chronic bronchitis since 1955. On examina- 
tion a large central ulcer was found on the cervix. It was friable and bleeding. The 
vaginal vault was mobile. 

A vaginal smear showed large atypical hyperchromatic cells (fig. 1) and a report 
of squamous cell carcinoma was given. Examination under an anzsthetic was 
accompanied by dilatation and curettage, biopsy of cervix, and application of radium. 
The histological report on the biopsy material was: ‘a poorly differentiated 
squamous cell carcinoma of the cervix’ (fig. 2, 3). 

Case No. 2.—Mrs. K.R., aged 38 years. 1-para. Admitted in July 1956 under 
the care of Mr. Feroze, complaining of post-coital bleeding for four months. On 
examination the patient was found to have a fixed retroverted uterus containing 
fibroids and a reddened cervix. The vaginal smear showed many large atypical 
hyperchromatic cells considered to represent squamous cell carcinoma (fig. 4). 

On examination under anesthetic, apart from a large Nabothian follicle, the cervix 
appeared healthy. Normal looking curettings were obtained from the uterine cavity. 
A largewervical biopsy was taken. Section of the curettings showed normal secretory 
endometrium. Section of six blocks of the cervical biopsy showed one to contain a 
focus of carcinoma in situ (fig. 5, 6). Total hysterectomy with bilateral salpingectomy 
and right oéphorectomy was done in September 1956. A mass of adhesions was 
found in the pelvis. Radial section of the cervix showed, on microscopy, moderate 
pt cervicitis and two small areas of carcinoma. There was no evidence of invasive 
growth, 
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Fic. 2.—Section of portion of cervix from Case 1 showing 

invasive squamous cell carcinoma. Hemalum and 
eosin (X 145). 








i 5 ee > La sa i. 4 
Fic. 3.—Section of portion of cervix from Case 1: compare 
the cell appearances with those seen in fig. 1. Hamalum 

and eosin ( X 550). 
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When atypical hy- 
perchromatic cells of 
squamous type are ob- 
served in the vaginal 
smear and reported as 
‘positive’, or ‘suspici- 
ous’ of malignancy, the 
diagnosis can only be 
established by histolo- 
gical examination and 
for this purpose it is 
necessary to perform a 
biopsy. Excluding cer- 
tain rare conditions 
such as carcinoma of 
the vagina there are 
three possible alterna- 
tives: invasive carcino- 
ma, intraepithelial car- 
cinoma of cervix, and 
a false ‘positive’ or 
‘suspicious’ report. In 
the clinical examination 
of the patient an ob- 
viously suspicious le- 
sion of the cervix, which 
may be quite small, 
may be seen by the 
speculum, a_ piece 
taken for examination 
and a diagnosis estab- 
lished. In some cases 
no lesion of the cervix 
is visible, but curett- 
age of tissue from the 
cervical canal may lead 
to the diagnosis. His- 
tological examination 
may reveal a frank in- 
vasive carcinoma and 
in that case there is no 
further difficulty. Sec- 
tion of the biopsy ma- 


terial, however, may reveal an intraepithelial type of growth, in which 
case there may be considerable difficulty, because the extent and the true 
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nature of the lesion are still in doubt. Examination of serial sections may 
show invasion through the basement membrane, pointing to an invasive 
carcinoma. In other cases the presence of invasion may not be deter- 
mined and the extent 
of the lesion not appre- 
ciated by clinical ex- # 
amination. 

A case of unequivocal 
intraepithelial carcinoma 
was diagnosed recently by 
biopsy and treated by 3 
amputation of the cervix. 


A section prepared from | 
a piece of the operation - 





diagnosis. ‘The remainder 
of the cervix was divided 
into nine pieces, each of 
which was blocked out for 
histological examination. 
In eight of the nine sec- 
tions areas of intraepit- 
helial carcinoma were 
found. 


The lesion may there- 
fore be multifocal. Fur- 
ther, in a large pro- 


specimen confirmed the . 
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. 2 Fic. 4.—Smear from Case 2 showing malignant cells of 
portion of these cases squamous type. Hamalum and eosin (x 550). 


there is nothing dis- 

tinctive about the appearance of the cervix and the gynzcologist may 
not know where to take a biopsy. A single biopsy may yield non-malignant 
tissue only. Quadrant biopsies at the squamo-columnar junction as 
practised by Galvin and his co-workers (1955) have been used by some but 
have been shown by others to be inadequate. Deep conization of the cer- 
vix, which involves the removal of most of the glandular areas of the 
cervical canal with wide excision of the squamo-columnar junction, is 
therefore preferred by some authorities, but in a few cases even this 
procedure fails to remove all the diseased tissue. 

False ‘positive’ and ‘suspicious’ reports must be considered. Atypical 
hyperchromatic cells observed in the vaginal smear may be due to inflam- 
matory conditions of the cervix, perhaps associated with infection by 
Trichomonas vaginalis or due to previous irradiation. In some cases biopsy 
specimens may show an atypical epithelial hyperplasia or a healing erosion. 
With increasing experience these false reports are reduced to a small number. 

Apart from its role in the preliminary diagnosis of malignant disease of 
the cervix, cytology is concerned also with the management and treatment 
of patients in whom the diagnosis has been established, more especially 
with regard to the question of recurrence. In the follow-up of cases of 
invasive carcinoma treated either by radical surgery or by radiotherapy the 
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vaginal smear is an 
accurate means of de- 
tecting local recur- 
rence. The presence of 
malignant cells in the 
vaginal smear following 
a number of negative 
reports indicates that 
the tumour has begun 
to grow again. It is 
significant that recur- 
rence can be shown 
in this way for some 
time before it can be 
recognized clinically. 
It is impossible to 
rahe, oY predict what may even- 
tie Nae } tually happen in these 
Fic. 5.—Section from biopsy of cervix in Case 2 showing cases of intraepithelial 
intraepithelial carcinoma. Haemalum and _ eosin corciacins of the ‘eer- 


(* 145). a . 
vix. There is no doubt 


2 £ -_ — that many, if left un- 
,, , ome >... treated, proceed after 
— an interval varying 
from a few months to 
many years to frank 
invasive carcinoma. In- 
deed this may follow a 
total hysterectomy for 
a small non-invasive 
lesion. Until the last 
few years radical meas- 
ures have been pre- 
ferred for the treatment 
of this condition. Re- 
cently, however, an in- 
creasing number of 
cases has been reported 
; in which there has been 
Fic. 6.—Section from biopsy of cervix from Case 2: no treatment and in 
compar the, cell appearanesy with those seen i which complete regres- 
sion has taken place 

(Kottmeier, 1953; Petersen, 1956). Some have occurred during pregnancy. 
The histological diagnosis of intraepithelial carcinoma is usually but not 
always straightforward. In some cases the biopsy specimen interpreted by 
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one pathologist as an intraepithelial carcinoma may be regarded by another 
as an atypical epithelial proliferation not to be considered as potentially 
malignant. No difference may be detected, however, in the microscopical 
appearances between 
a case which becomes 
invasive and one which 
does not. Lately there 
has been a tendency 
in some quarters to 
adopt a more conser- 
vative attitude, especi- 
ally in younger pat- 
ients, with a regular 
clinical and histolog- 
ical follow-up with 
biopsies if required. 
This calls for contin- 
ued and unremitting 
care and cytological 
examination can play 
an important part. 
Adenocarcinoma of 





, . $ 


the cervix.—As com- Fic. 7.—Smear from Case 3 showing two groups of 

laid digi: uae . malignant cells of columnar type. Note variation in 
a we " equaenous cell size and inclusion of leucocytes. Hamalum and 
cell carcinoma this eosin (X 550). 


condition is of rare 

occurrence. The appearances of the malignant cells, which are usually of 
large columnar type, resemble closely, and are often mistaken for, those 
found in adenocarcinoma of the endometrium. 


CARCINOMA OF BODY OF UTERUS 
In the experience of most workers the cytological diagnosis of carcinoma of { 
the body of the uterus is not so accurate as that of the cervix. Nevertheless, 
an appreciable number of unsuspected cases is being discovered. It is of 
interest to note that Wachtel and Plester (1952) found seven unsuspected 
cases of carcinoma of the uterus in smears from 1,853 cases, of which five 
were carcinoma of the body and two carcinoma of the cervix. 

There is considerable variation in the types of malignant cell found in 
smears from adenocarcinoma of the endometrium, not only in different 
cases but sometimes in the same case. The cells may be small, spherical 
and at times difficult to distinguish from non-malignant endometrial cells. 
The latter may be present in the vaginal smear in relation to the menstrual 
period but especially also in cystic hyperplasia of the endometrium. This 
condition is considered to be associated with hypereestrinism and the smear 
usually shows large numbers of superficial epithelial cells from the vagina 
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in addition to the clumps of endometrial cells. In other cases of adeno- 
carcinoma the cells differ in shape and size and often show a papilliferous 
appearance like a small bunch of grapes. They may be spherical or oval, 
often vacuolated and 
containing small clus- 
ters of polymorphonu- 
clear leucocytes. Even 
in the same smear 
there may be consider- 
able disparity in size. 
These cell characteris- 
tics can be verified sub- 
sequently in the sec- 
tions obtained after 
curettage of the en- 
dometrium. In a recent 
case the vaginal smear 
showed a number of 
small cells of squamous 
type in addition to 
those typically found 
in adenocarcinoma, and 


Fic. 8.—Section of curettings from Case 3 showing adeno- histological examina- 
carcinoma of the body of the uterus. Hamalum and eosin . 
(x 145). tion showed adenocar- 


cinoma with squamous 
cell metaplasia. Some of these features are illustrated in the following case. 





Case No. 3.—Mrs. C.W., aged 62 years. o-para. Admitted to hospital on June 27, 
1956, under the care of Mr. Peel, complaining of post-menopausal bleeding on and 
off for the past five years. Examination of vaginal smears showed clumps of 
malignant cells reported as adenocarcinoma of the endometrium (fig. 7). The 
following day examination under anesthetic showed a healthy cervix and a retro- 
verted uterus. Dilatation and curettage were done and histological examination of 
curettings showed a well-differentiated adenocarcinoma (fig. 8). 

On July 5, 1956, hysterectomy was performed, with removal of the Fallopian 
tubes, ovaries and a cuff of vagina. Section of the uterine wall showed it to be lined 
with a narrow layer of largely necrotic and partly degenerate adenocarcinoma 
infiltrating the myometrium for a short distance only. 

There is reason to believe that the cytological diagnosis of adenocarcinoma 
of the uterus can be considerably improved in accuracy by the use of 
smears obtained by aspiration from the endometrial cavity. Because of the 
absence of large numbers of cells derived from the cervix and vagina there 
is less confusion. The malignant endometrial cells, which may be quite 
small, are less likely to be missed and, as they are likely to be in a better 
state of preservation, are more easily identified. The difficulty which occa- 
sionally arises in distinguishing them from the malignant cells of an un- 
differentiated squamous cell carcinoma of the cervix is eliminated. Endo- 
metrial aspiration has been used during recent years by some cytologists 
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abroad but it has not yet been employed to any extent in this country. 

Hecht (1952), in New York, reported 125 cases in which the endometrial smear 
was successfully used in the diagnosis of carcinoma of the body. In this study 16 
cases of carcinoma were found, six of which had been missed by the vaginal and 
cervical smears. Varangot and his co-workers (1954), in Paris, examined cytologically 
8,525 patients in the outpatient gynecological department. A vaginal and cervical 
smear was made in each case. The investigations were always repeated and an 
endometrial aspiration smear made in addition when the report of the first material 
was positive or ‘suspicious’, or when the symptoms suggested carcinoma of the 
fundus. Sixty-three cases of carcinoma were found: 13 were pre-menopausal and 
50 post-menopausal. ‘I'he false negative error in the first investigation was 25 per 
cent.; in the second, 9.5 per cent. 

A small number of cases has been reported in the literature in which 
cytology gave a correct positive result when the curettings first obtained 
proved to be negative. This finding, however, must be exceptional provided 
the curettage is adequate. At the present it would appear more practical for 
dilatation and curettage to be done in preference to endometrial aspiration. 

In Shelby County, Tennessee, screening for uterine cancer by vaginal 
cytology has recently been carried out by Erickson and his co-workers 
(1956) on a very extensive scale. 

With the aid of a wide educational campaign and the cooperation of many organ- 
izations, over 108,000 women were examined by smears taken by vaginal aspiration. 
The results revealed 393 intraepithelial and 373 invasive carcinomas, of which 353 
and 112 respectively were unsuspected. On the second examination of 33,000 women, 
2.2 per 1000 were found to have intraepithelial carcinoma as compared with 3.6 per 
1000 on the first examination, whilst the rate for invasive cancer was reduced from 
3.4 to 0.3 cases per 1000. The positive and ‘suspicious’ cases were recommended for 
further investigation. 

As the question not only of treatment but also of the diagnosis and 
natural history of the disease is still undecided, it would appear preferable 
to restrict cytology to gynzcological clinics in hospitals where adequate 
control can be exercised. There are other factors to be considered—the 
provision of pathological facilities, the psychological effect upon the 
population in general and the very large expense involved. 

I wish to thank Mr. John Peel, F.R.C.S., and Mr. R. M. Feroze, F.R.C.S., for 
permission to include the clinical details from their patients. 
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THE PRESENT STATUS OF 
HYSTERECTOMY 


By JOHN STALLWORTHY, M.B., F.R.C.S., F.R.C.O.G., F.A.C.S. (Hon.) 


Director, Area Department of Obstetrics and Gynecology, 
United Oxford Hospitals 


‘We consider extirpation of the uterus, not previously protruded or inverted, one 
of the most cruel and unfeasible operations that ever was projected or executed by 
the head or hand of man. We are very far from discouraging bold or untried opera- 
tions, but there is a limit beyond which it may not be prudent to go, even should a 
solitary instance or two of success rise up as precedents to bear out the operator’. 
‘THESE words were written by James Johnson, Editor of the London Medico- 
Chirugical Review in 1825. Nearly forty years later, in 1863, the great Sir 
James Young Simpson wrote in relation to vaginal hysterectomy for cancer 
of the cervix: 

‘Cases have been put on record where the operation was performed, but with 
such disastrous results as to hold out no encouragement whatever to its repetition, 
but rather to serve as loud warnings against it’. 

In 1872, Gaillard Thomas reported the results obtained by twelve leading 
surgeons, including the famous Spencer Wells, in their attempts to perform 
hysterectomy. They operated twenty-four times with eighteen deaths, 
and in a later series of eleven hysterectomies performed by six surgeons 
there was only one survivor. In view of the mortality recorded it is not 
surprising that there were leaders of the profession who revolted against 
uterine surgery and both courage and vision were needed to persist against 
such distinguished opposition, in an effort to make the operation safer. 


HISTORICAL REVIEW 
The abdominal removal of a uterus for carcinoma had been proposed as 
early as 1787 by the Professor of Obstetrics at Goettingen, and in 1825 an 
attempt at hysterectomy was made by Conrad Langendeck. The patient 
died several hours after an exploratory incision had been made and the 
operation abandoned. 

Abdominal hysterectomy for fibroids was successfully performed for the 
first time in June 1853 in Massachusetts. The surgeon was Walter Burnham 
and his preoperative diagnosis was an ovarian cyst. In spite of this success 
he considered hysterectomy so dangerous that he decided not to attempt it 
again. He did not keep this resolution but performed a further fifteen 
subtotal hysterectomies, with twelve deaths. Ten years previously on 
November 21, 1843, Dr. A. M. Heath, Lecturer in Midwifery at Manchester, 
successfully completed the first abdominal hysterectomy for fibroids but the 
patient died from internal hemorrhage. Three months earlier Dr. Charles 
Clay, also of Manchester, had attempted a hysterectomy but the patient 
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died during the operation. The following year, in June 1844, he removed a 
uterus with fibroids weighing 24 pounds (11 kg.) together with an ovarian 
cyst weighing 8 pounds (3.5 kg.) and on the twelfth day, to quote his case 


record: 
‘She was doing so well that every reasonable hope was entertained of her ultimate 
recovery. . . . From the fact of both ovaries and uterus having been extirpated, my 


interest was doubly excited. On the thirteenth day the nurse put an end to all the 
flattering prospects by an accident. On lifting her from the bed to ease the bedding 
the patient fell on the floor, somewhat violently. . . . She died on the morning of 
the fifteenth day’. 

The measure of the success of these surgical pioneers can be estimated by 
the fact that in less than one hundred years advances in anzsthetic and 
surgical techniques have made hysterectomy in skilled hands, by either the 
abdominal or vaginal route, one of the safest of all major surgical procedures. 
The danger of surgery being advised on occasions without due regard to its 
possible effect on health and happiness is now greater than the risk of the 
operation itself. 





THE POSITION TODAY 

When a mortality of even 2 per cent. or 3 per cent. was regarded as 
reasonable for hysterectomy it was right that all concerned should consider 
carefully the case for and against operation before advising or accepting it. 
In the last twenty years the mortality in experienced hands has been reduced 
to a tenth of this figure although the indications for operation have been 
extended; few patients are now rejected as bad operative risks, and more 
extensive surgical procedures are commonly performed than were considered 
either advisable or necessary a few years ago. It is perhaps natural therefore 
that both general practitioners and surgeons should be tempted to under- 
estimate the risks which still exist. Many of the greatest of these are mental 
rather than physical and for this reason they tend too often to be overlooked. 
Much unnecessary postoperative suffering is the direct result of the wide- 
spread ignorance which persists among patients and their relatives and to a 
lesser extent among certain members of the profession. For all these reasons 
the time is ripe for a critical appraisal of the present status of hysterectomy. 

All the early abdominal hysterectomies were performed after the abdomen 
had been opened on the false diagnosis of an ovarian cyst. Encouraged by the 
success of Ephraim McDowell surgeons felt confident to remove ovarian | 
tumours but soon found that much more formidable and dangerous problems 
were associated with extirpation of the uterus. When it was attempted the 
supravaginal cervix was divided and the subtotal operation performed. 
Diagnosis today is much more accurate and, apart from clinical experience 
accumulated throughout the years, accessory aids are available. Histopatho- 
logy, cytology and radiology are all used to varying degrees in preoperative 
assessment. For example, in clinics where facilities exist for the examination 
of smears collected as a routine from the cervix of every woman attending 
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the gynecological outpatient department approximately 1 per cent. are 
found to have suspicious changes in the cervical epithelium requiring further 
investigation. In about one in five of these an unsuspected early cervical 
cancer is found. Instruments on the principle of the cystoscope have been 
invented to enable direct examination of the peritoneal cavity, either through 
the abdominal wall or the posterior vaginal fornix, and although this pro- 
cedure is not used extensively in British hospitals it is an indication of the 
constant search for more accurate methods of diagnosis. 

There is now little excuse for a high rate of error in preoperative diagnosis. 
Correct assessment before operation promotes careful consideration of the 
technique best suited to the particular case and, by removing the element 
of surprise during operation, adds to the safety of the surgical procedures 
adopted. In 1932, G. J. Miller, who was head of Tulane University of 
Louisiana School of Medicine, described hysterectomy as the ‘safest of all 
major abdominal operations’ but added: 

‘It is a successful operation only when it is performed upon the proper indications, 

a safe operation only when it is performed by properly qualified men’. 
Words which were true at a time when most hysterectomies were of the 
subtotal variety and the mortality was many times what it is today are even 
truer in 1957. When standards are set high they can be achieved only by 
work which is consistently good and, as Miller stated so aptly and concisely, 
preoperative assessment and skilled operative technique are complementary. 
Both are essential to successful surgery. 

In the 1930’s a visitor to leading Viennese clinics could see hysterectomy 
after hysterectomy performed with great skill by the vaginal route. The 
indications varied from fibroids to functional bleeding, from cervicitis to 
carcinoma, and although the technique was modified according to the 
underlying pathology the vaginal approach was the one most commonly 
employed. At the same time a visitor to the famous Chelsea Hospital for 
Women, London, would have seen identical patients treated by abdominal 
hysterectomy with that effortless artistry for which Bonney and his team 
were renowned. When the question was asked at either centre why the 
vaginal or abdominal route was selected it was explained by the exponent 
of each technique that it was simpler, safer and caused less shock. At first 
sight the replies could not be reconciled but further thought suggested that 
there was truth on both sides. The vaginal and abdominal operations had 
been perfected by their respective masters and in their hands, and those 
of their disciples, each yielded the best results which that particular school 
could achieve. 

Contributory factors were the great differences in the anesthetic facilities 
available. Where general anesthesia was found to be dangerous local was 
used and many continental surgeons were highly skilled at performing 
vaginal hysterectomy after local infiltration. In Great Britain today the 
standard of anesthesia is generally so high that the type of hysterectomy 
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best suited to the patient’s needs can be planned without being prejudiced 
by the anesthetic background. 


TYPE OF OPERATION 
Many outstanding gynecological surgeons of the recent past never per- 
formed vaginal hysterectomy and some were staunch advocates of the 
original subtotal operation. This was defended on the grounds that it was 
less mutilating, easier to perform, safer, and did not shorten the vagina. 
It was even claimed by some that there was no convincing evidence that 
carcinoma of the remaining cervical stump was a serious hazard. Un- 
doubtedly many who adopted these views genuinely believed them, whilst 
others were possibly subconsciously endeavouring to rationalize the tech- 
nique they practised because of their own inadequate training. An honest 
surgeon of limited experience in a particular field may declare that in his 
hands a gastroenterostomy is a safer operation than a gastrectomy, or that 
a subtotal hysterectomy is safer than either the total operation or vaginal 
extirpation of the uterus. His declaration should be interpreted as an 
indication of his personal integrity and operative ability, and not as fair 
comment on the respective merits of these operations. 


SUBTOTAL HYSTERECTOMY 
The case against subtotal hysterectomy is now so overwhelming and so 
generally accepted that the operation is performed less and less frequently. 
Lewis (1956), for example, records that the incidence of subtotal operations 
in relation to the total number of hysterectomies performed at the Chelsea 
Hospital for Women has fallen from 47 per cent. in 1948 to 7 per cent. 
in 1954. During the five-year period, ending in December 1955, 1,763 
hysterectomies were performed in the Oxford area department of obstetrics 
and gynecology and, as seen in table I, only 11, or 0.6 per cent., were 
subtotal operations. 








1951 1952 1953 1954 1955 | Total 

Total hysterectomy 234 216 253 207 178 | 1,088 
Vaginal 103 98 127 138 140 | 606 
Subtotal = 5 2 2 I I II 
Wertheim __,, 17 9 7 10 "oe, 58 
Total 359 325 389 356 334 1,763 











Tae I.—Analysis of hysterectomies performed in the area department of obstetrics and 
gynxcology, United Oxford Hospitals, 1951-55. ‘There were no operative deaths in 
this series, and one postoperative death, from pulmonary embolism, a mortality of 
0.05 per cent. 


From America a similar trend was reported by Johnson and his colleagues 
(1955) at the annual meeting of the American Association of Obstetricians 
and Gynecologists. A series of 6,280 consecutive hysterectomies performed 
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from 1939 to 1954, with an over-all mortality of o.8 per cent., included 
479 subtotal operations, an incidence of 12 per cent. The subtotal hysterec- 
tomy had a mortality of 2.7 per cent., but from the year 1952 onwards it 
was no longer performed by Dr. Johnson and his colleagues at New Orleans. 

The old argument that subtotal hysterectomy is safer than the total 
operation cannot be supported on evidence from the world’s leading clinics. 
It is, in fact, more dangerous, strange though this may seem. It is often 
stated that the total operation would carry greater risks than the subtotal 
in those cases in which the latter operation is chosen because of technical 
difficulties, such as are associated from time to time with extensive endo- 
metriosis or chronic pelvic inflammatory disease. The experienced pelvic 
surgeon knows how to handle these conditions and the technical measures 
which will make the total operation safe. Where the preoperative assessment 
is what it should be, these difficult cases are referred to those operators who 
are equipped technically to deal with them. The figures quoted from New 
Orleans and Oxford demonstrate this and are typical of the results achieved 
by many surgeons all over the world. 


VAGINAL HYSTERECTOMY 
Whilst the subtotal operation is becoming obsolete, vaginal hysterectomy 
is being used increasingly often. The result is that a progressively higher 
percentage of uteri are totally removed by the abdominal or vaginal route. 
Moreover, the number of surgeons who have mastered both techniques, 
and the number of young surgeons determined to do so, are now greater 
than ever before and will certainly increase. 

Vaginal hysterectomy is most commonly performed when the uterine 
abnormality is associated with prolapse at or after the menopause, although 
the more experienced the surgeon becomes in this technique, the more he 
will use the operation in the absence of prolapse. The practice of performing 
a Manchester repair and inserting radium into the uterus to control excessive 
or irregular bleeding has little to commend it and much to condemn it. 
It has been assessed that the risk of any woman of twenty developing 
uterine cancer before she dies is approximately 4 per cent. Cervical cancer 
would occur in 2 per cent. and carcinoma of the corpus in 1.5 per cent. 
The danger increases with the development of prolonged or excessive 
bleeding at the menopause and when menstruation continues after the age 
of fifty. Removal of the uterine body by subtotal hysterectomy does not 
reduce the risk from cervical cancer, nor does amputation of the cervix 
remove the dangers of subsequent malignant change in the remaining 
supra-vaginal cervix or corpus. An incidence as high as 4 per cent. of stump 
carcinoma has been recorded in large series of cervical cancer cases. 

Whilst there could be no justification for removing a healthy organ as a 
prophylactic measure against cancer, the facts recorded above should be 
considered when advising treatment involving an unhealthy uterus. If it 
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requires removal, its complete extirpation will act as an insurance against 
future trouble, provided that the immediate hazard is not increased by the 
operative procedure. Furthermore, if in a given patient it is considered that 
uterine function should cease when a prolapse is repaired, the case for 
combining vaginal hysterectomy with repair is strong in preference to 
inducing a radiation menopause with its discomforts and deferred dangers. 

Danforth (1941, 1943, 1945) deals with these problems and reports a 
mortality of o per cent. for 440 simple vaginal hysterectomies and 0.6 per 
cent. for 160 operations combined with a pelvic floor repair. Gwillim (1950) 
recorded a mortality of 1.4 per cent. in a series of 276 vaginal hysterectomies 
with repairs, as opposed to no deaths in 104 simple vaginal hysterectomies. 
In 1955, 245 vaginal hysterectomies were performed without a death in 
four of the main hospital centres of the Oxford region, and by the end of 
that year, 1,029 consecutive vaginal hysterectomies had been performed in 
the Oxford area department with no operative death and one postoperativn 
death from acute pneumonia with heart failure: a mortality of fess thae 
0.1 per cent. When we consider that many of the patients included in this 
series are old, some of them very old and, because of serious hypertension, 
diabetes mellitus, or other disease, are not good operative risks, it becomes 
more apparent that in trained hands the operation by either the abdominal 
or vaginal route carries such a low mortality that the decision to operate 
should be determined by the extent of the discomforts or dangers the patient 
must accept if operation is not performed. 


INDICATIONS FOR OPERATION 

Most of the conditions for which hysterectomy is advised are benign, as, 
for example, fibroids, endometriosis, adenomyosis, hormonal bleeding, 
and chronic pelvic inflammatory disease. Nonetheless, the disability and 
distress these conditions can often cause make life intolerable for the patient 
and subject her household to very great strain. When she is in the child- 
bearing years, if conservative surgery can relieve her symptoms and restore 
or improve fertility, it should be advised. Myomectomy in carefully selected 
cases is an excellent example of this, but conservative surgery defeats its 
purpose if, in spite of fulfilling these requirements, it leaves a useless organ 
to be a source of future trouble and danger. 

The best time to treat uterine cancer is before it occurs. Concerning 
the place of hysterectomy once cancer has developed, there is some dispute. 
By general consent carcinoma confined to the corpus is best treated by 
total hysterectomy with removal of the adnexa, with or without radiation. 
If the tumour is confined to the corpus the prognosis is good and 70 to 80 
per cent. of patients should be cured. Cervical cancer is still treated by radia- 
tion in most of the world’s centres. There are leading surgeons in many 
countries who, on selected cases, perform a radical hysterectomy by either 
the abdominal (Wertheim) or vaginal (Schauta) route, and there are a few 
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who for some years have been adopting the logical approach of investigating 
the role of radical surgery combined with extensive radiation therapy. With 
highly skilled teams the results are encouraging, but it is too early to assess 
the ultimate value of these procedures. 


PREPARATION OF PATIENT 

When a woman is told she needs a hysterectomy her fears are often less of 
the operation itself, or of the reason for it, than of the effect she believes it 
will have on her. These fears are increased by the foolish attitude of friends 
and relations and, at times, of her practitioner or consultant. A simple 
explanation of what is involved given at the right time, namely when the 
operation is advised, can bring immediate peace of mind and do much to aid 
full and rapid recovery. The fallacy is exposed of the commonly held belief 
that with her uterus removed she will no longer be a woman. She must 
understand that she can do after the operation all the things she did before, 
except have periods or babies. Her sex life need not be disturbed and in many 
cases will be enhanced. With hormone therapy available when needed, the 
change of life, dreaded by so many women, can be easier after a hysterectomy 
than before. If estrogens are indicated for subjective symptoms they can be 
given without the disquieting side-effect of vaginal bleeding. 

Ten to fourteen days in hospital, followed by a few weeks of convalescence, 
and the patient should be able to return to domestic, business, or professional 
life with renewed vigour. Some will feel well enough to do this in a month 
to six weeks from the time of operation and the knowledge that this is so 
should encourage others who require two to three months of slower 
rehabilitation. 

The wise counsel of a sympathetic, but well-informed, general practitioner 
can be of the greatest comfort and help both before and after hysterectomy. 
Advances in anesthetic and surgical techniques have dramatically reduced 
the operative and postoperative mortality to the low levels now being 
recorded. Serious morbidity has been decreased in proportion. The patient 
should be made aware of these facts and all responsible for her care should 
ensure that no unnecessary suffering, either mental or physical, is endured 
because of ignorance and unwarranted fears. 
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TUMOURS OF THE OVARY 
AND THEIR MANAGEMENT 


By JOHN F. CUNNINGHAM, M._D., F.R.C.P.I., F.R.C.O.G. 


Professor of Obstetrics and Gynecology, University College, Dublin; 
Gynecologist, St. Vincent's Hospital; Obstetrician and Gynecologist, 
National Maternity Hospital, Dublin 


A CLASSIFICATION of ovarian tumours, satisfactory from all points of view, 
has so far eluded the efforts of numerous authorities. The combined efforts 
of gynecologists and pathologists have resulted in a variety of classifications, 
none of which is universally acceptable from the histogenic, pathological 
and clinical aspects. This confusion is mainly due to our lack of knowledge 
of the histogenesis of many of these tumours. In addition, in many cases 
new growths, although of the same origin, may in their development present 
a variety of characteristics, both pathological and clinical, thus rendering 
their classification more complicated. 

In this short article therefore I make no attempt to classify these tumours, 
but shall endeavour to tabulate them in a simple manner, mainly from the 
clinical and practical aspects. 


DYSFUNCTIONAL CYSTS 
These are commonly called retention cysts. They develop from the 
Graafian follicles, and small ones may be found in almost every ovary. 

(1) Follicular cysts develop from a follicle which has failed to rupture. 
They may be found in association with fibromyomas, metropathia hemor- 
rhagica, a previous odphoritis and occasionally with hydatidiform mole and 
choriocarcinoma. 

(2) Corpus luteum cysts develop from the corpus luteum and are seldom 
seen apart from pregnancy. In cases in which there is excessive production 
of gonadotrophic hormones, e.g. hydatidiform mole, granulosa lutein cysts 
are often found. They differ from the corpus luteum cysts in that the luteini- 
zation affects the granulosa and theca interna cells, and the granulosa layer 
is thin and not convoluted. 

These retention cysts are not true tumours; the lining epithelium is flat 
and not proliferated. They are often bilateral and multiple, but seldom 
exceed one inch in diameter. They sometimes cause pain due to the tension 
produced in the ovary, especially in sclerosis following perioéphoritis. 
They tend to disappear spontaneously and rapidly, and the treatment is 
expectant. The patient, however, should be examined at bimonthly inter- 
vals as, short of laparotomy, the diagnosis is never quite certain, and a 
new growth may be developing. 
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OVARIAN TUMOURS 
The structure of the ovary is very complex and, in addition, it may contain 
small inclusion cysts and cell nests of embryonic origin (Walthard, 1903). 
Tumours of the ovary may arise from any of the structures present and so 
we find a great variety of growths of histogenic, pathological and clinical 
interest. 
TUMOURS OF EPITHELIAL ORIGIN 

(1) Cystoma simplex.—This cyst is unilocular and almost always unilateral. 
Lined by a single layer of ciliated epithelium, it contains straw-coloured 
fluid and seldom grows to a large size. It is not malignant. 

(2) Serous papillary cystadenoma closely resembles the cystoma simplex. 
The serous fluid content is also the same. The lining epithelium is identical: 
cuboidal, ciliated and similar to that of the Fallopian tube. Both are believed 
to arise from Walthard inclusion rests. The cyst is usually multilocular and 
is bilateral in about a third of the cases. It sometimes grows between the 
layers of the broad ligament, thus becoming fixed in the pelvic cavity and 
presenting difficulty in removal. It seldom attains a large size. Papillomas 
abound on the inner, and often on the outer, surface. These papillomas 
may appear as flat warty growths, in which case they are supposed to be 
stationary; or they may be villous in type, when they are actively pro- 
liferating. The latter type has a marked tendency to become malignant. In 
some cases papilla are to be found on the outer surface of the tumour and 
on the plevic peritoneum, giving rise to ascites. These are not necessarily 
malignant, as the peritoneal papilla are alleged to be due to metaplasia 
rather than to implantation; they disappear following removal of the cyst. 

(3) Pseudomucinous cystadenoma.—This is easily the commonest tumour 
of ovarian origin and may occur at any age. It is the largest and may fill 
the whole abdominal cavity. The cyst is multilocular, the loculi varying in 
size. The surface is smooth, but lobulated and of a pearly-grey colour. The 
loculi are lined by a high columnar epithelium which secretes a thick 
pseudomucin. The tumour feels cystic over the large loculi and semi-solid 
over the small loculi. The septa between the loculi often break down, but 
the capsule seldom ruptures. Papillary growths may be found in the cavity, 
but are usually benign. Malignant change, however, occurs in about 7 per 
cent., is usually found in the more solid areas and may perforate the capsule. 
The incidence of malignancy increases with the age of the patient. The 
tumour is unilateral in about 93 per cent. of cases. In its development it 
usually rises up into the abdominal cavity with a long broad pedicle. A 
considerable portion, however, may remain in the pelvis. The rate of 
growth varies, but rapid increase in size always suggests the possibility of 
malignant change. 

Occasionally, in rapidly growing tumours, the capsule may give way, and 
actively secreting cells may become implanted on the peritoneum and 
abdominal organs, giving rise to the condition of pseudomyxoma peritonei. 
The abdomen becomes filled with thick gelatinous pseudomucin, the intes- 
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tines become involved, function of the abdominal organs is interfered with 
and the patient eventually dies. In rare cases the condition may spread to 
the pleura. The abdomen may be opened repeatedly to remove the gela- 
tinous material: this will relieve symptoms and may prolong life. There 
is some doubt (Shaw, 1955) as to the true origin of this condition, at least 
in certain cases, as it is often found in association with mucocele of the 
appendix or carcinoma of the large intestine and is more common in men 
than in women. 


MALIGNANT TUMOURS OF EPITHELIAL ORIGIN 
These tumours are usually carcinomas and the incidence, according to 
Shaw (1932) is 25 per cent. of all ovarian tumours but, according to 
Corscaden (1956) it is only 15 per cent. Ovarian cancer may be primary 
or secondary, the primary growth being the more common. They may 
occur at any age, but occur more often in patients over forty. 

Malignant adenocystoma.—This is the commonest malignant tumour of 
the ovary. It does not grow to a very large size, and is bilateral in about 
35 per cent. of cases. It is usually serous in type, with numerous papilla 
and solid areas. The latter are often necrotic, and rupture or perforation of 
the cyst wall occurs early. This results in the rapid formation of generalized 
abdominal deposits and ascites. The tumours become firmly fixed and often 
give rise to the ‘frozen pelvis’. The disease is often far advanced before the 
onset of symptoms. Following treatment, the absolute survival rate is about 
20 per cent. (Pearse and Behrman, 1954). 

This cyst closely resembles the serous papillary cystadenoma and has the 
same origin. Believed to be malignant from onset, its chief characteristics 
are its tendency to be bilateral, the very numerous papilla, the solid necrotic 
areas, early perforation of the wall, fixation and associated ascites. It is one 
of the most dangerous tumours found in women. 

Primary adenocarcinoma.—There is some confusion in the classification 
of this tumour, as certain authorities include all primary carcinomas, in- 
cluding cystic forms, under this heading. There is, however, a primary 
adenocarcinoma which is usually dense and solid, but which occasionally 
may contain some loculi. It has a smooth, lobulated surface, is pedunculated 
and is often bilateral. Ascites, often serous, may be present. The capsule 
may break down and secondaries may be found as far away as the liver 
and pleura. Fixation in the pelvis may develop later. Fluid withdrawn from 
the abdomen or pleura may reveal cells of malignant ovarian origin. 

Metastatic ovarian carcinoma is usually an extension of malignant disease 
from the stomach, colon, breast or uterus. The malignant cells may travel 
by any of the usual channels and are also believed to metastasize via the 
peritoneal fluid. Both ovaries are usually involved, and the primary growth 
may be very small and difficult to locate. The tumours may appear some 
years after the removal of the primary growth. They can attain quite a large 
size, often contain loculi, and tend to become necrotic and adhere to sur- 
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rounding structures. Serous ascites is usually present, especially in advanced 
cases. On microscopic examination they closely resemble the primary 
growth. 

The Krukenberg tumour (Krukenberg, 1896) is believed to be due to 
retrograde lymphatic spread from the stomach, but the primary may in 
some cases be found in the intestine or uterus. It presents bilateral growths 
resembling other metastatic ovarian carcinomas. Peritoneal metastases are 
not common, but ascites is usually present. Histologically, the distinguishing 
feature is the large mucinous epithelial cell with the nucleus flattened at 
one side: the so-called ‘signet-ring’ cell. Novak (Novak and Gray, 1938) 
believes that this tumour may occasionally be primary in origin. 


TUMOURS OF CONNECTIVE TISSUE ORIGIN 

Fibroma is not uncommon. It consists of bundles of spindle-shaped cells 
and dense fibrous tissue. It is usually unilateral and may attain a large size. 
If small, it may appear as a small papillomatous growth on the surface of 
the ovary or it may occupy a considerable portion of the ovary. The large 
variety replaces the entire ovary. The surface is smooth and the shape oval. 
It is pedunculated and liable to undergo torsion. Large ones show degenera- 
tive changes, with cystic spaces and sometimes calcification, just as in 
uterine fibroids. Although the tumour is benign, ascites is recorded in 
20 per cent. of cases, but Biggart and Macafee (1955) found it in 32 per 
cent. Hydrothorax (Meigs, 1954) may also be present. This combination 
of findings, known as Meigs’, or the Demons-Meigs, syndrome, may also 
occur with other ovarian tumours or cysts and in cases of injury to or 
carcinoma of the pancreas. 

Sarcoma is rare. It is most frequently of the round-celled type and many 
variations have been described. It is difficult to differentiate histologically 
from some of the special tumours. It is said to occur most commonly about 
the time of the menarche and the menopause. It resembles the fibroma, but 
is often bilateral. The prognosis is very grave. 


TERATOMAS 
The origin of these tumours is unknown. There are two forms: (1) The 
dermoid, which is almost always benign; (2) the solid teratoma, which is 
essentially malignant. 

The dermoid cyst is relatively common. It may be found at any age, is 
usually unilateral and unilocular, oval in shape with a smooth surface. Its 
greatest diameter seldom exceeds six inches (15 cm.). It is often found 
lying either in the pouch of Douglas or in front of the broad ligament. It 
may sometimes be found incorporated in a pseudomucinous cystadenoma. 
The wall of the cyst is lined by squamous epithelium, but columnar or 
cubical epithelium is also present in places. One area of the wall is greatly 
thickened and projects into the cavity. This area contains hair, teeth, bone, 
cartilage, intestinal structures and sometimes thyroid and other glands. 
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Sex glands are never present. Hair follicles, sebaceous and sweat glands are 
present and the thick fluid content is of sebaceous origin. The various 
structures found are adult in character. The term ‘dermoid’ is therefore 
incorrect, as the tumour contains tissue from all three layers of the em- 
bryonic phase. 

This cyst grows slowly, may not cause symptoms for a long period and 
because of its lengthy pedicle is liable to undergo torsion. Malignant 
change occurs in about 4 per cent. of cases. 

The solid teratoma is a very rare but highly malignant tumour. It appears 
usually in patients under thirty years of age. Of small to moderate size, it 
is ovoid, irregular in outline and bilateral in about 25 per cent. of cases. 
Ascites and adhesions are often present. The cut surface appears fleshy and 
trabeculated with a gelatinous base, with occasional loculi. It contains 
almost every type of embryonal tissue, very mixed up and without any 
attempt at arrangement. The malignant tissue is often sarcomatous. 

Struma ovarii (thyroid tumour of ovary).—Thyroid tissue is often found 
in a teratoma and in some cases may be the chief constituent of the tumour. 
When the thyroid tissue is dominant the term ‘struma ovarii’ is applied. 
In a small percentage of such cases the thyroid tissue may be so functionally 
active as to produce symptoms of thyrotoxicosis. These tumours should be 
considered malignant, many showing carcinomatous change. 


TUMOURS ORIGINATING FROM PRIMITIVE MESENCHYME 
These are relatively rare, but are of great embryological and pathological 
interest. Most of them appear to secrete hormones which affect the genital 
tract. Two have a feminizing, and one a masculinizing influence. 


FEMINIZING 

(1) Granulosa-celled tumour.—The origin of these tumours is still contro- 
versial. There is often a mixture of granulosa and theca cells, one or other 
type being predominant. A greater or lesser degree of luteinization is often 
present. These tumours occur most commonly over the age of 40 years. 
They secrete estrogen and give rise to uterine bleeding. They are usually 
unilateral; if bilateral they are more likely to be malignant. They are not 
of large size, are encapsulated and solid, but may contain cystic spaces. 

(2) Brenner tumour.—This tumour is often found in the wall of a pseudo- 
mucinous cyst or may appear independently and resemble a fibroma. It 
contains epithelium which is transitional in type and secretes a hormone 
which affects the endometrium, usually producing glandular cystic hyper- 
plasia. It seldom appears before the menopause and is always benign. 


MASCULINIZING (VIRILIZING) 

The arrhenoblastoma, or virilizing tumour of the ovary, is very rare and 
usually appears before the age of thirty. It produces virilizing changes which 
disappear after its removal. Amenorrhcea is a characteristic symptom. The 
tumour is usually unilateral and often malignant. Histologically the cells 
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are mixed in type and, if poorly differentiated, are not virilizing. According 
to Laffargue (1955), the Leydig cells are more masculinizing than the 
Sertoli cells. 


NEUTER 

Dysgerminoma.—This rare tumour usually appears in adolescent or 
young women. It is solid, greyish white in colour, mobile, and often bi- 
lateral. It does not secrete sex hormones. It often attains quite a large size 
and is usually malignant. Ascites is seldom present. It corresponds to the 
seminoma of the testis and is supposed to originate from the primitive 
undifferentiated mesenchyme. 


CLINICAL FEATURES AND DIAGNOSIS 

Ovarian tumours are usually silent, especially in the early stages of develop- 
ment. The patient may complain of vague abdominal symptoms of a gastro- 
intestinal type. Since the tumour may reach a size of 15 cm. in diameter 
before it is readily palpable abdominally, the importance of a bimanual 
pelvic examination in such cases need not be emphasized. The large benign 
cysts attract attention usually by the distension only, but if very large may 
cause cachectic symptoms. Most ovarian tumours, except the rare ones 
which secrete hormones, have no effect on menstruation, even when 
bilateral and very advanced. 

Pain is not a frequent symptom, but if present it may indicate torsion 
of the pedicle, hemorrhage into the tumour, adhesion to surrounding 
structures, rupture or infection. Vague pelvic discomfort is not uncommon. 
A tumour impacted in the pelvis may give rise to pressure symptoms and 
cause retention of urine. Pressure on the veins at the pelvic brim may cause 
cedema of the legs, whilst a very large cyst may cause respiratory em- 
barrassment. 

The identification of an ovarian tumour is often easy, but by no means 
always so. Obesity, a rigid abdomen, ascites and the presence of other 
pelvic or abdominal swellings may make accurate diagnosis difficult. 
Examination under anzsthesia is sometimes necessary. A small ovarian 
enlargement will be found deep in the pelvis to one or other side. A larger 
tumour may occupy the pouch of Douglas. If the tumour has risen out of 
the pelvis and is not very large it may be found laterally, situated in the 
lower abdomen. Larger tumours usually lie centrally in the abdomen. 
Most ovarian tumours are smooth in outline, but pseudomucinous cysts 
are often irregular. An ovarian tumour may feel almost entirely cystic, but 
solid areas can often be identified. They are usually tense and easily out- 
lined, but infrequently may be so flaccid as to simulate ascites. It is im- 
portant to determine whether the condition is unilateral or bilateral, but 
this is sometimes impossible in the case of large embossed tumours. Solid 
tumours are usually much smaller than the cystic variety and are easier to 
outline. They feel firmer and harder, but they may contain small cystic areas. 
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DIFFERENTIAL DIAGNOSIS 
A full bladder can readily be excluded. A pregnant uterus may occasionally 
give rise to difficulty and lead to error in diagnosis. The soft enlarged uterus 
resembles an ovarian cyst in many ways, but other signs of pregnancy can 
usually be found. Breast changes have been found with some ovarian cysts. 
The detection of intermittent uterine contractions, x-ray examination and 
a positive pregnancy test will put the matter beyond doubt. 

Uterine fibromyomas are hard and firm, but large ones may have areas 
of cystic degeneration. They usually move with the cervix and the uterus 
cannot be identified separately. 

An ectopic pregnancy usually causes acute symptoms, and the recent 
history will suggest the cause. Hydrosalpinx and pyosalpinx are usually 
fixed and tender, and here again the history will be of great help and 
laboratory investigation may point to an infective cause. It is always im- 
portant to ascertain whether ascites is present and the possibility of a 
pleural effusion should not be overlooked. If either is present, some of the 
fluid should be aspirated and the examination of the cellular content may 
indicate the true nature of the tumour. Greater difficulty in diagnosis may 
be experienced in the differentiation of enlargement of the spleen, kidney 
tumours, large pancreatic cysts and encysted tuberculous peritonitis, when 
more prolonged and detailed investigation may be found necessary to 
arrive at a correct diagnosis. 

Having diagnosed the presence of an ovarian tumour, it is desirable to 
determine, when possible, the nature of the tumour. This is not often 
possible with certainty but, being mindful of the various characteristics 
already described, a fairly accurate diagnosis can often be reached. It can 
usually be determined whether the tumour is solid or cystic, unilateral or 
bilateral. Age incidence is not of great help, as there are so many exceptions 
to the general rule. 

The most important consideration is whether the condition is benign or 
malignant. Of all ovarian tumours 75 per cent. are benign and 25 per cent. 
are malignant (Shaw, 1955). Malignant tumours are bilateral in 75 per cent. 
and benign tumours are bilateral in 16 per cent. of cases. Local symptoms 
of pain and pressure are more common in malignant cases, and occur 
earlier. Ascites, post-menopausa! bleeding and rapid enlargement are much 
more frequent with malignant growths. Whilst bilateral edema of the legs 
may result from simple pressure, unilateral cedema is strongly suggestive 
of malignant invasion of the pelvic veins. Early fixation in the pelvis and 
nodular masses felt in the pouch of Douglas are indicative of malignancy. 
X-ray examination will reveal teeth of bony formation in a dermoid. 
Cachectic changes in malignant cases are not uncommon, especially in 
young patients. 


COMPLICATIONS 
Torsion of the pedicle of an ovarian tumour to a greater or lesser degree 
occurs in some 10 per cent. of cases. Congestion and perhaps hemorrhage 
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into the tumour may ensue, with accompanying pain, peritoneal irritation 
and the usual acute symptoms. If untreated, adhesions form. These cases 
usually require immediate surgical intervention. Rupture may be sudden 
or gradual. In the latter case there are few or no symptoms, the tumour 
becomes more difficult to feel, the peritoneal fluid is encased and papillary 
growths may develop on the peritoneum. Sudden rupture causes acute 
abdominal symptoms which usually subside in a short time. Infection of 
the tumour is seldom seen. It may arise from a salpingitis, adhesion of the 
bowel or during the puerperium. 

An ovarian tumour is occasionally discovered during pregnancy. The 
earlier in pregnancy the examination is made, the easier it is to identify 
the tumour. In addition to the usual complications the tumour may cause 
abortion, pressure symptoms and/ar malpresentations. During labour it may 
obstruct labour, undergo rotation or rupture. Infection is an added com- 
plication likely to arise during the puerperium. 


TREATMENT 
A small cystic enlargement of the ovary, found during a pelvic examina- 
tion, may be a simple retention cyst which does not require treatment. 
Frequent examination should be carried out to note whether the swelling 
disappears or increases in size. If enlargement is observed, it is most likely 
a tumour. 

If ascites or hydrothorax is present, the examination of the fluid may 
reveal important information as to malignancy. Paracentesis should be per- 
formed carefully to avoid puncturing the tumour and thus disseminating 
its contents. The safest method of obtaining ascitic fluid is through a small 
sub-umbilical incision. 

Ovarian tumours should be removed without delay. With the abdomen 
opened, the experienced operator will be able to decide, with a fair degree 
of accuracy, whether the condition is benign or malignant. As a general 
rule, if the patient is over 40 years the safest treatment is the removal of 
both ovaries and tubes together with total hysterectomy. 

In the younger patient it is very desirable to be more conservative. The 
presence of ascites is not conclusive of malignancy: it may, for instance, 
occur with a fibroma. Papillary growths on the peritoneum may disappear 
following removal of the tumour, especially the flat, warty type. Villous 
papillomas are more likely to be malignant. Bilateral dermoids are usually 
benign, as. are pseudomucinous and serous cysts. These growths can be 
shelled out or excised, leaving some healthy ovarian tissue which will carry 
on normal function. Endometrial cysts are easily recognized by the pearly 
appearance, the dense adhesions and the chocolate-like contents. Again, 
surgical treatment should be conservative in the younger patient. If only 
one ovary is involved, the apparently healthy ovary should be carefully 
examined and, if necessary, incised to outrule bilateral tumours. If the 
tumour is malignant the treatment should be radical, irrespective of the age 
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of the patient. 

Tapping of ovarian cysts is not practised nowadays except in those rare 
cases of patients who are medically unfit for operation. Tapping should be 
avoided during the removal of a cyst, but is occasionally found necessary 
in very large cysts and in the presence of adhesions. In such cases, aspiration 
of the fluid should be carried out without dissemination over the peri- 
toneum or abdominal incision. 

During pregnancy an ovarian tumour should be removed as early as 
possible. If discovered in the later months and if solid it should be removed 
without delay. If, however, it is cystic, it is likely to be benign and labour 
can be awaited. If in the pouch of Douglas, it may be possible to push it 
upwards into the abdominal cavity above the presenting part. Care should 
be taken to avoid rupturing the cyst during any manipulations associated 
with labour. It should be removed abdominally within forty-eight hours 
of the end of labour. If it obstructs delivery and cannot be displayed up- 
wards, Czsarean section should be performed followed by removal of the 
cyst. It should not be aspirated from below'to allow of a vaginal delivery. 

The supplementary treatment of malignant ovarian tumours calls for 
serious consideration. If a tumour is found to be malignant at biopsy, 
should the abdomen be reopened for the purpose of removing the remaining 
ovary and uterus? According to Corscaden (1956), these secondary opera- 
tions do not improve the prognosis if the original operation was properly 
performed and involvement of the remaining ovary excluded. The value of 
deep x-rays following removal of a malignant growth is still controversial, 
but there is evidence that such treatment does prolong life, especially if 
high voltages are used. Holman (1955) has shown that malignant ovarian 
tumours of embryonic origin have a much better prognosis than adeno- 
carcinoma and that many of them are sensitive to deep radiation. It would 
appear therefore that deep radiation is a desirable supplementary treatment . 
except in the advanced inoperable condition, where it may shorten life. 

The use of colloidal gold is helpful in retarding the reaccumulation of 
ascitic fluid, but a beneficial effect on the cancer has not been demonstrated. 
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THE MANAGEMENT OF 
LEUCORRHGA 


By H. HARVEY EVERS, M.S., F.R.C.S., F.R.C.O.G. 
Professor of Obstetrics and Gynecology, University of Durham; 
Gynecologist, Royal Victoria Infirmary, Newcastle upon Tyne; 

Obstetrician, Princess Mary Maternity Hospital, Newcastle upon T'yne 


LEUCORRH@A, meaning literally ‘white discharge’, is a term generally used 
nowadays to describe all genital discharges not containing blood. It is 
essentially a symptom with causes ranging from simple excess of normal 
secretion to grave local disease. Before treatment is begun it is imperative 
that the source and cause of the discharge be determined. To achieve this, 
some knowledge of local genital physiology is helpful. 


NORMAL SECRETIONS 

Between puberty and the menopause, normal secretions from the cervix and 
vagina provide a ‘defence mechanism’ against ascending infections. The 
thick squamous epithelium of the vagina (containing no glands), under the 
influence of cestrogens, contains much glycogen, which by Déderlein’s 
bacilli is converted into lactic acid. Hence the normal vaginal transudate 
has a pH of about 4.5: i.e. on the acid and protective side. Superficial 
desquamation adds epithelial cells to this transudate causing its white 
opaque appearance. Before puberty and after the menopause, deficiency of 
cestrogen entails thinning of the vaginal epithelium, containing little 
glycogen. Thus the pH is raised to the alkaline side, predisposing to infec- 
tion. The cervix, profusely supplied with glands, produces alkaline mucus 
which plugs the cervical canal and protects the upper genital tract against 
infection. Removal of this plug at menstruation, abortion, or labour may 
open the way to ascending infection. The vulnerability of the lower strait 
before puberty and after the menopause, and of the upper strait at men- 
struation and following abortion or labour, will thus be obvious. 

Bartholin’s glands only produce a thin alkaline mucus under erotic 
stimulation. The corporeal endometritim and the epithelium of the Fallopian 
tubes produce no appreciable secretion under normal conditions. 


CLINICAL INVESTIGATION 
History.—The history should entail an inquiry into general health, hygiene, 
and habits, especially in adolescence. Age is significant in relation to puberty 
and the menopause. Marriage may introduce the factor of local irritation 
and infection. Parity, whether full-time or abortion, increases the possi- 
bility of infection and trauma. Change of menstrual habit, relation of dis- 
charge to loss, and the incidence of congestive dysmenorrhea may be 
significant. A sudden onset of discharge and a short history are more 
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significant than a gradual onset and a long history. Quantity can be judged 
by the necessity to wear sanitary protection. The presence of vulval sore- 
ness or pruritus must be noted. Odour is chiefly valuable as an objective 
sign. Blood staining, however slight, 
introduces serious possibilities demanding 
urgent investigation. Character or 
colour is often inaccurately described 
by the patient. As an objective sign, 
however, it is the most satisfactory 
basis of classification of the various 
causes. Dyspareunia, frequent or 
painful micturition, and low backache 
are noted (fig. 1). 

Examination.—This begins with an 
assessment of the general condition, 
with special reference to anemia and 
organic disease, and includes abdom- 
inal examination for tenderness or 





Fic. 1.—Vo illustrate how proximity of 
: : F the infected cervix and upper vagina 
swelling in the hypogastrium. to the bladder and parametrium can 


produce dysuria, dysmenorrhea, 


Local examination is systematic, be- dyspareunia and backache. 


ginning at the vulva (fig. 2). Redness 

or irritation of the skin, or atrophic changes in the vestibule or introitus 
should be noted. Infection of the urethra or of Bartholin’s duct demands 
bacteriological investigation, especially for gonococci. The amount and 
nature of the discharge at the lower vagina are noted. Further examination 
is influenced by the age-group of the patient. 

Before puberty foreign bodies and gonococcal infections must be kept in 
mind. The former give rise to a yellow, sometimes blood-stained, discharge 
which later may become offensive. A foreign body may be palpable on 
rectal examination, but vaginal speculum examination under anesthesia is 
ultimately required for confirmation and removal. The secondary infection 
will require appropriate treatment. Gonococcal infections cause a profuse 
purulent, irritant discharge associated with vulvo-vaginitis (see under 
‘purulent discharge’). 

Occasionally infection in these cases is due to coliform organisms, 
staphylococci, or diphtheroids. Smears, culture, and tests for sensitivity will 
give guidance for treatment by the appropriate preparation. In coli infections, 
the urinary tract is investigated. In all pre-pubertal infections, small doses 
of cestrogens, in the form of stilbcestrol, 0.1 mg. twice a day for ten to 
fourteen days, are a valuable adjuvant to treatment as this stimulates the 
vaginal ‘defence mechanism’ previously referred to. 

During the reproductive phase, a simple, non-irritant, white discharge only 
requires further investigation if resistant to simple general treatment. Such 
cases may require cauterization of a cervical erosion. All purulent or thick 
white discharges call for full investigation. The unmarried woman should 
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Upper strait: Ascending infection, following abortion, 
childbirth and, rarely, gonorrhea. 

Descending infection occasionally from appendix, 
diverticula, or tuberculosis. 





Cervix Non-malignant unhealthy cervix’.— 
Erosion, cervicitis, ectropion, polypi. 
Malignant cervix (always to be kept in mind). 


Vagina: Trichomonas. Monilia. Foreign bodies. 
Coli and diphtheroids. Senile. Gonococcal 
(prepuberty). Douches. 








Vulva: Urethritis. Bartholinitis. Secondary vulvitis 
(e.g. trichomonas, monilia, any purulent discharge). 





be referred to hospital. In the married woman, a speculum with neutral 
lubricant should be used, the discharge examined bacteriologically, and the 
vaginal walls inspected. The cervix is displayed, any discharge in the canal 
is collected for smear and culture; any scars, erosion, ectropion, polypi, or 
ulceration are noted, and tested for ‘contact bleeding’ and friability. 
Finally, the uterus, Fallopian tubes, ovaries, and cellular tissues are 
examined bimanually for position, mobility, tenderness or thickening. 

At and after the menopause, any discharge of recent origin, whatever its 
nature, suggests the possibility of malignant disease. Full investigation with 
this in mind is therefore imperative in all cases. 


THIN, WHITE, NON-IRRITANT 

DISCHARGE 
This is a simple excess of normal sec- 
retion, occurring chiefly in adolescence 
but occasionally persisting. General 
causes are anzemia, lack of exercise and 
fresh air, and inadequate diet. Local 
causes are congestive states produced 
by constipation, pregnancy, erotic 
stimulation, contraceptives and douches. 
Occasionally the body of the uterus 
may be retroverted or contain fibroids 
—or the cervix may show a simple ero- 
sion possibly associated with excessive 
cestrogen action. Microscopic examina- 
tion reveals no pathogenic organisms 
or pus cells, but an abundance of de- 
squamated epithelial cells and some 
mucus. 





Fic. 3.—Simpl osion of the cervix . ‘ . 
with pap otha plows Treatment.— Mild cases require 
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nothing more than general tonic measures, hygienic advice, and reas- 
surance. More severe cases call for examination of the cervix and 
cauterization of an erosion (fig. 3) if found. Hormones are ineffective, 
and douching should be forbidden. 

The thick white discharge of moniliasis is discussed in a later section 


(p. 313). 


Fic. 4.—Chronic endocervicitis. ‘Thick, 
muco-purulent discharge exudes Fic. 5.—Chronic cervicitis. ‘Thickened 
from the external os. Secondary cervix with polypi and Nabothian 
erosion on posterior lip. follicles. 


MUCO-PURULENT DISCHARGE 
This arises primarily from various cervical lesions. In long-standing cases, 
a secondary vaginitis may supervene. The term ‘non-malignant unhealthy 
cervix’ includes two conditions :— 

In chronic endocervicitis (fig. 4) the mucous lining is infected, and muco- 
pus exudes from the external os, often producing a secondary erosion, 
which appears as a bright scarlet area of columnar epithelium which has 
replaced the normal squamous layer. Mucus polypi may develop. 

In chronic cervicitis (fig. 5) the infection has spread to the mucus glands 
and fibromuscular tissue. Deep fibrosis results in thickening and hardening 
of the cervix, and in occlusion of some ducts. The distal portions of these 
glands form cysts containing muco-pus, some of which project on to the 
vaginal surface of the cervix (Nabothian cysts or follicles). Infected fibrosed 
scars of old lacerations resulting in ectropion, appearing like an erosion, are 
often present. Erosions, ectropion or polypi may cause ‘contact bleeding’ 
or blood-stained discharge. Infection in these cases has usually resulted 
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from childbirth, abortion, operation, or long-standing prolapse. Con- 
comitant urethritis may raise suspicion of gonococcal infection, and demand 
cultures from the cervical canal and the urethra. Usually, microscopic 
examination of the discharge reveals many pus cells, much mucus, and a 
great variety of organisms. 


Treatment.—Every cervical erosion 
must be regarded with suspicion, and 
carcinoma, invasive or non-invasive, 
must be eliminated before local 
treatment is undertaken. Papanicolaou 
smears followed by biopsy may be 
required. Hence all but the simplest 
erosions must be dealt with in hos- 
pital. When malignancy has been elim- 
inated, cervical erosion and ectropion 
may be treated by actual cautery, 
diathermy or conization. Repair of 
tears and ectropion (trachelorrhaphy) 
is rarely attempted nowadays, but 
amputation may be required for 
severe cases. Polypi are removed by 
torsion, the base cauterized, the body 
of the uterus curetted, and all ma- 
terial is submitted for biopsy. All 

Fic. 6.—Trichomonas infection. Pro- cervical operations, even simple 
fuse, thin discharge with ‘straw- cautery, require skill and experience if 
toned fe ge agp gtin ge ‘the damage and complications are to be 
fornices. avoided. 


PURULENT DISCHARGE 

Trichomonas vaginitis (fig. 6) is the commonest cause, giving a profuse, 
yellow or green, slightly frothy, discharge with unpleasant smell. Occasion- 
ally it is paler in colour. The vagina is deep red with prominent, congested 
papilla giving a so-called ‘strawberry’ appearance, especially in the fornices. 
Secondary redness and cedema of the labia and dermatitis of the perivulvar 
skin and inner aspects of thighs are usually present. The urethral orifice is 
red and pouting, and is sometimes infected. The endocervix and the 
bladder are rarely involved. A drop of fresh discharge mixed with a little 
warm saline examined microscopically reveals many pus cells, squames and 
a number of trichomonads (fig. 7). The latter is a flagellate protozoon slightly 
larger than a pus cell, clearly recognizable by its lively motility. Its precise 
morphology can only be shown in stained specimens and cultures (Kean 
and Day, 1954). 

Treatment must be thorough and sustained. Two pessaries of acetarsol 
or ‘penotrane’ should be inserted into the vaginal fornices each night for 
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four to six weeks. Treatment must be continued during the menses, and a 
check smear examined immediately after the first period following cessation 
of treatment. Resistant and recurrent cases are occasionally encountered 
due to inadequate treatment, reinfection from sites inaccessible to local 
therapy or from the husband, or to resistant strains of the organism. In 
the male the infection may be in the prepuce, urethra, prostate, vesicles or 
bladder—and may be entirely asymptomatic. According to Coutts et al. 
(1955), 58 per cent. of men with infected wives, and 68 per cent. of men 


DM. 


Fic. 7.—Trichomonas infection. Artist’s sketch from 
smear of fresh discharge (x 450), showing many 
epithelial squames, two pus cells, and one trichomonas. 
Arrows indicate directions of movements of organism 
while under observation. 


with non-gonococcal urethritis, give positive tests. If the husband is un- 
treated only 35 per cent. of women are cured. A solution of these 
problems has been sought by systemic treatment of both partners. 
Acinitrazole (‘tritheon’), in the form of 100-mg. oral tablets, is given three 
times a day for ten days to husband and wife and the course is repeated if. 
required. Some good results have been reported (Plentl et al., 1956), and 
the method merits further trial. 

Acute gonorrhea in adults takes the form of acute cervicitis, urethritis and 
Bartholinitis, with occasional upward spread later to the Fallopian tubes, 
ovaries and pelvic peritoneum. Chronic pelvic infection may result. Jn 
children, the infection, usually acquired from infected towels, linen and the 
like, is an acute vulvo-vaginitis without any tendency to upward spread or 
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chronicity. Isolation is urgent owing to the danger of spread in the home 
or school. Bot these acute conditions can be readily recognized from stained 
smears and cultures. When suspected the patients should be referred 
immediately to an appropriate hospital clinic. 

Treatment of the acute condition is 
generally by a single massive dose of 
penicillin, with careful follow-up by 
repeated bacteriological examinations. 
The possibility of simultaneous 
syphilitic infection is emphasized and 
checked by Wassermann reactions be- 
fore and after treatment. Diagnosis of 
the chronic condition in the adult is 
more difficult as the organisms tend to 
be deep seated in the cervical glands, 
secondary infection is common, and 
the complement fixation test is 
unreliable. 

Senile vaginitis and  endometritis 
(with occasional associated pyometra) 
occur in post-menopausal women, due 
to coccal, coli, or trichomonas infec- 

sae Pet yees nog infection. Copious tion helped by the lowered local resis- 

ick white material covering the 4 : Z 

vaginal wall. tance of the tissues in this age-group. 

; The discharge, thick, offensive, and 

occasionally blood-stained, tends to come in small gushes. It is associated 

with atypical thin vaginal wall covered with large scarlet patches, soreness 

and redness of the introitus and vestibule, and dyspareunia. Ulceration, 
scarring and stenosis may result. 

Treatment.—T hese post-menopausal cases should be referred to hospital 
for diagnosis and treatment as the possibility of malignancy must be 
eliminated. Treatment is usually by small doses of cestrogens in the form of 
pessaries or ointment. 

Foreign bodies, such as pessaries, ‘tampax’, cotton-wool, abortifacients, 
contraceptive caps, cause a purulent discharge which soon becomes offensive 
and later blood-stained. Removal of the foreign body, followed by simple 
douching with weak hypochlorite solution for a few days rapidly clears the 
condition. 

Monilia infection produces a vulvo-vaginitis associated with marked 
pruritus and little external discharge. A large red patch covers the vulva 
and perineum. Speculum examination of the vagina reveals copious thick 
white material covering the walls completely or in patches (fig. 8). On 
removal of this discharge the vaginal walls are red and rugose. Stained 
smears show the typical hyphz and spores of the fungus (fig. 9), which 
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flourishes in the presence of glycogen and is therefore usually associated with 
pregnancy or glycosuria. 

Treatment.—The vulva and vagina must be thoroughly cleansed with 
swabs soaked in sodium bicarbonate, dried and painted with 2 per cent. 
gentian violet daily for a fortnight, then once a week for a further two to 
four weeks. With careful technique, using a minimal amount of the dye, the 
treatment does not stain the underclothes or depress the patient (Donald, 
1956). Recurrence, especially during pregnancy, may be due to the rugose 


Fic. 9.—Monilia infection. Artist’s sketch from stained 
smear of discharge ( x 400), showing hyphz and spores. 


vaginal skin or reinfection from the bowel. A single vulval and vaginal 
painting with a weak tincture of iodine under anzsthesia should then be 
tried. Nystatin, in the form of pessaries and oral tablets, is on trial. Stewart 
(1956) and Childs (1956) have given accounts of its use in oral thrush and 
pulmonary moniliasis, and Donald (1956) quotes a personal communication 
from Barr who reports encouraging results, using the vaginal pessaries, in 
his Glasgow unit. It may prove a useful addition to present methods. 


WATERY, SEROUS OR BLOOD-STAINED DISCHARGES 
These must always be investigated in hospital as they are so often evidence 
of malignancy. They may occasionally be due to erosion, polypi, fibroids 
or foreign bodies. 

OFFENSIVE DISCHARGES 
The significance of offensiveness as an objective sign is considerable, as it 


, 
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is a prominent feature of necrotic malignant neoplasms of the cervix, the 
vagina, and occasionally the vulva. Other possible causes to be kept in mind 
are infected retained products of conception, foreign bodies, a sloughing 
fibroid polypus, pyometra, and urinary and fecal fistule. 


GENERAL INSTRUCTIONS 
A patient under treatment for vaginal discharge should maintain careful 
vulval toilet, avoid coitus, and refrain from douches unless specifically 
instructed. 

A woman’s anxieties must be patiently allayed as they so commonly 
lead to overtreatment. 

Many of these patients may be successfully treated in domiciliary prac- 
tice, provided always that full and careful examination has been carried out. 
In the interests of safety, however, the following conditions should be 
referred to hospital :— 

(1) Pre-pubertal, menopausal and post-menopausal cases. 

(2) Blood-stained or serous discharges, particularly those following coitus 
or vaginal examination. 

(3) All but the simplest erosions. 

(4) Cases not responding to treatment or suffering re¢urrences. 

(5) Suspected gonococcal cases. 

(6) Offensive discharges other than those due to simple foreign 
bodies. 


I would record my grateful thanks to the Department of Photography, The 
Medical School, University of Durham, for the illustrations, and particularly to 
Miss Mustart of that department for the sketches. 
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GYNACOLOGICAL PROBLEMS 
OF ADOLESCENCE 


By JOSEPHINE BARNES, D.M., M.R.C.P., F.R.C.S., F.R.C.O.G. 


Assistant Obstetrician and Gynecologist, : 
Charing Cross Hospital and Elizabeth Garrett Anderson Hospital 


ADOLESCENCE represents the transition from childhood to maturity and 
the beginriing of the reproductive period and is a period of great physical 
and mental readjustment. In the majority of girls this is achieved with no 
more than minor disturbances and the gynecological problems encountered 
take the form mainly of functional disorders; tumours are rare and major 
infections uncommon. 

The physical changes of puberty begin to make their appearance by the 
age of nine or ten and precede the onset of menstruation by several years. 
The breasts develop, hair appears on the pubes and in the axillz, the uterus 
and vagina and the labia minora reach their adult size and the bodily con- 
figuration changes with the laying down of varying amounts of fat. There is 
often instability of the vasomotor system which may lead to pallor, a 
tendency to blushing, tachycardia and irregularities in cardiac rhythm. 
Psychological manifestations may take the form of shyness, excitability, 
insomnia, moodiness and irritability. There is a tendency to defy authority 
as many parents find in their dealings with adolescent daughters. Certain 
general disorders may make their appearance at this time: these include 
epilepsy, migraine and asthma, whilst skin diseases, especially acne, are 
common. These disturbing symptoms are often transient and disappear 
when full maturity is achieved. 


EXAMINATION OF THE ADOLESCENT GIRL 

When there is a gynecological problem the girl is usually accompanied by 
her mother or some other female relation. It is desirable, whenever possible, 
to interview the girl alone. She will talk more freely and it is possible to 
elicit not only the main symptoms but the girl’s own feelings concerning 
them. The mother should also be seen alone and will often present a different 
viewpoint; mothers often exaggerate their daughters’ troubles and have to 
be persuaded to adopt a more helpful attitude. 

A general examination is important and useful in gaining the girl’s 
confidence. Height, weight and general bodily configuration should be 
noted, also skin texture and any tendency to acne or seborrhaea. The dis- 
tribution of hair and the secondary sex characters are important in relation 
to the problem as a whole. Pelvic examination will necessarily be restricted 
to rectal examination, though the hymen should be inspected in cases of 
amenorrhea, to make sure that it is perforate. A satisfactory bimanual 
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examination can be made per rectum, at least to ascertain the size and 
position of the uterus and to exclude any pelvic tumour. If vaginal examina- 
tion is indicated, as in certain cases of amenorrheea and of vaginal discharge, 
it will be carried out under anesthesia. 


THE HYGIENE OF MENSTRUATION 

Many of the minor disabilities associated with the menstrual function can 
be prevented by a sensible outlook on the situation on the part of the girl 
and her mother and by a proper attention to hygienic needs at the time: of 
the periods. Girls should be informed about menstruation before reaching 
the age of eleven; the mother is the right person to give the necessary 
information but where there is no mother or she is unable to talk freely to 
her daughters, some other person may have to undertake the task. The 
family doctor can often help by overcoming erroneous and superstitious 
beliefs. Stress should be laid on menstruation as a normal function and not 
an illness. A mother often has to be persuaded that it is good for a girl 
to have a daily bath during menstruation, to wash carefully and use talcum 
powder liberally. Emphasis should be placed upon the need for adequate 
exercise and the mother should ensure that her daughter has adequate 
facilities, whether at school or at work, for changing soiled sanitary towels. 
Schools are often found to be seriously at fault in this respect and thus 
adolescent girls suffer much unnecessary discomfort. 


PRECOCIOUS PUBERTY 

Precocious puberty may be defined as the appearance of secondary sex 
characters or of menstruation before the age of eight years. In most cases it 
is due to premature development of the anterior pituitary with secretion of 
gonadotrophins. In these cases large cystic ovaries may be found. Lesions 
of the hypothalamus are rarer; they take the form of tumours, cysts, hydro- 
cephalus or encephalitis. Granulosa cell tumour of the ovary, rare in young 
children, also causes precocious puberty, often with severe uterine bleeding. 
Hyperplasia or tumours of the adrenal cortex have a virilizing effect in 
girls. 
Investigation of precocious puberty consists in careful examination of the 
abdomen, if necessary under anzsthesia and combined with rectal examina- 
tion to exclude a pelvic tumour. If a granulosa cell tumour is present it 
should be removed immediately as it is potentially malignant. The majority 
of cases will prove to be functional and require no special treatment. It is 
wise to warn the parents of the risk of pregnancy. 


PRIMARY AMENORRHEA 
Amenorrheea in adolescent girls may be primary or secondary. Primary 
amenorrhea may be said to exist when menstruation has not begun by the 
age of seventeen. It must be distinguished from cryptomenorrheea where 
the menstrual flow is obstructed by an imperforate hymen. 
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the beginning of the reproductive period and is a period of great physical 
and mental readjustment. In the majority of girls this is achieved with no 
more than minor disturbances and the gynecological problems encountered 
take the form mainly of functional disorders; tumours are rare and major 
infections uncommon. 

The physical changes of puberty begin to make their appearance by the 
age of nine or ten and precede the onset of menstruation by several years. 
The breasts develop, hair appears on the pubes and in the axilla, the uterus 
and vagina and the labia minora reach their adult size and the bodily con- 
figuration changes with the laying down of varying amounts of fat. There is 
often instability of the vasomotor system which may lead to pallor, a 
tendency to blushing, tachycardia and irregularities in cardiac rhythm. 
Psychological manifestations may take the form of shyness, excitability, 
insomnia, moodiness and irritability. There is a tendency to defy authority 
as many parents find in their dealings with adolescent daughters. Certain 
general disorders may make their appearance at this time: these include 
epilepsy, migraine and asthma, whilst skin diseases, especially acne, are 
common. These disturbing symptoms are often transient and disappear 
when full maturity is achieved. 


EXAMINATION OF THE ADOLESCENT GIRL 

When there is a gynecological problem the girl is usually accompanied by 
her mother or some other female relation. It is desirable, whenever possible, 
to interview the girl alone. She will talk more freely and it is possible to 
elicit not only the main symptoms but the girl’s own feelings concerning 
them. The mother should also be seen alone and will often present a different 
viewpoint; mothers often exaggerate their daughters’ troubles and have to 
be persuaded to adopt a more helpful attitude. 

A general examination is important and useful in gaining the girl’s 
confidence. Height, weight and general bodily configuration should be 
noted, also skin texture and any tendency to acne or seborrhea. The dis- 
tribution of hair and the secondary sex characters are important in relation 
to the problem as a whcle. Pelvic examination will necessarily be restricted 
to rectal examination, though the hymen should be inspected in cases of 
amenorrhea, to make sure that it is perforate. A satisfactory bimanual 
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examination can be made per rectum, at least to ascertain the size and 
position of the uterus and to exclude any pelvic tumour. If vaginal examina- 
tion is indicated, as in certain cases of amenorrhcea and of vaginal discharge, 
it will be carried out under anesthesia. 


THE HYGIENE OF MENSTRUATION 

Many of the minor disabilities associated with the menstrual function can 
be prevented by a sensible outlook on the situation on the part of the girl 
and her mother and by a proper attention to hygienic needs at the time of 
the periods. Girls should be informed about menstruation before reaching 
the age of eleven; the mother is the right person to give the necessary 
information but where there is no mother or she is unable to talk freely to 
her daughters, some other person may have to undertake the task. The 
family doctor can often help by overcoming erroneous and superstitious 
beliefs. Stress should be laid on menstruation as a normal function and not 
an illness. A mother often has to be persuaded that it is good for a girl 
to have a daily bath during menstruation, to wash carefully and use talcum 
powder liberally. Emphasis should be placed upon the need for adequate 
exercise and the mother should ensure that her daughter has adequate 
facilities, whether at school or at work, for changing soiled sanitary towels. 
Schools are often found to be seriously at fault in this respect and thus 
adolescent girls suffer much unnecessary discomfort. 


PRECOCIOUS PUBERTY 

Precocious puberty may be defined as the appearance of secondary sex 
characters or of menstruation before the age of eight years. In most cases it 
is due to premature development of the anterior pituitary with secretion of 
gonadotrophins. In these cases large cystic ovaries may be found. Lesions 
of the hypothalamus are rarer; they take the form of tumours, cysts, hydro- 
cephalus or encephalitis. Granulosa cell tumour of the ovary, rare in young 
children, also causes precocious puberty, often with severe uterine bleeding. 
Hyperplasia or tumours of the adrenal cortex have a virilizing effect in 
girls. 

Investigation of precocious puberty consists in careful examination of the 
abdomen, if necessary under anzsthesia and combined with rectal examina- 
tion to exclude a pelvic tumour. If a granulosa cell tumour is present it 
should be removed immediately as it is potentially malignant. The majority 
of cases will prove to be functional and require no special treatment. It is 
wise to warn the parents of the risk of pregnancy. 


PRIMARY AMENORRHA 
Amenorrheea in adolescent girls may be primary or secondary. Primary 
amenorrhcea may be said to exist when menstruation has not begun by the 
age of seventeen. It must be distinguished from cryptomenorrhea where 
the menstrual flow is obstructed by an imperforate hymen. 
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The onset of menstruation may be delayed for physiological reasons. The 
girl is of normal appearance and well developed but normal menstruation 
may not be established before the age of eighteen or even later. It then 
continues normally and fertility is also normal. 

The mechanism of normal menstruation is complex and depends upon 
the proper functioning of several organs. These include at least the hypo- 
thalamus, the anterior pituitary, the thyroid, the adrenal cortex, the ovaries 
and the uterus. Failure of function or faulty development of any of these 
may lead to amenorrheea. Gross endocrine disorder is manifest in the girl’s 
general appearance. Anterior pituitary disorder is shown by obesity, ex- 
cessive thinness or lack of secondary sex characters. Adrenal virilism is 
uncommon in adolescents but might be suspected in a masculine, excessively 
hirsute girl; 17-ketosteroids are present in the urine in excessive amounts 
in this condition. 

When menstruation has not appeared before the age of seventeen, it is 
reasonable for advice to be sought. A general examination is first carried 
out with reference to obesity or excessive thinness, stigmata of endocrine 
abnormality and the development of secondary sex characters. Vaginal 
examination will not be performed but the orifice of the vagina is inspected 
to exclude an imperforate hymen with cryptomenorrhoea. A vaginal smear 
can be taken with little disturbance and gives a useful indication of the 
cestrogen secretion of the ovaries. A rectal examination, gently performed, 
gives a good impression of the size and position of the uterus and will also 
exclude a pelvic tumour. 

If a congenital malformation of the pelvic organs is suspected, an ex- 
amination should be carried out under anesthesia. Cryptomenorrheea is 
dealt with by incision of the imperforate hymen; stringent precautions 
against infection are essential and the retained menstruum may be gently 
expressed by suprapubic pressure and left to drain spontaneously. Cases of 
congenital absence of the vagina and uterus, though rare, are occasionally 
encountered ; no immediate treatment is required here unless the girl wishes 
to marry, when a plastic operation may be undertaken to create an artificial 
vagina. This will permit normal intercourse, though the possibility of 
childbearing does not exist. 

In healthy girls in whom the onset of menstruation is delayed for no 
apparent reason it is often desirable to attempt to establish it by means of 
hormone treatment. The ovarian hormones offer the best chance of success. 
It is regrettable that the use of pituitary gonadotrophins, in theory ideal 
for this purpose, should prove disappointing in practice. Production of 
artificial cycles by means of cestrogens and progestogens is often brilliantly 
successful, spontaneous cycles continuing after cessation of treatment. 

The principle of treatment, which is based on the method described by 
Hamblen, is to give first estrogens to ‘prime’ the uterus and produce with- 
drawal bleeding. Later, a progestogen is added; the convenient oral pro- 
gestogen, ethisterone (pregneninolone; ethinyltestosterone), is the best in 
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practice. In deciding on the estrogen to be used it must be remembered that 
1 mg. of stilbeestrol given twice a day for fourteen days and then withdrawn 
will produce uterine bleeding if the uterus is capable of responding to 
cestrogens. In practice, treatment is continued for twenty-one days in 
imitation of the normal ovarian cycle. Unfortunately, stilbeestrol tends to 
cause nausea and vomiting in adolescent girls; ethinylestradiol is usually 
better tolerated. The equivalent dose of the latter is 0.05 mg. twice a day. 

A scheme of treatment which has been found to succeed in many cases is 
as follows. Ethinyleestradiol, 0.05 mg., is given sublingually twice a ‘day 
for twenty-one days. After a week’s rest, during which there may be with- 
drawal bleeding, this is repeated for a further twenty-one days and again 
for a third cycle. In the fourth cycle, ethinylestradiol is given as before, 
but for the last ten days of treatment, ethisterone, 20 mg. a day, is added. 
In the fifth cycle, the dose of ethinylestradiol is halved (this is simply 
done by breaking the tablets) and that of ethisterone is increased to 30 mg. 
daily. In the sixth cycle the dose of ethinylestradiol is halved again and 
the dose of ethisterone further increased to 40 mg. daily. If treatment is 
successful withdrawal bleeding will occur and, after treatment is stopped, 
regular spontaneous menstruation will begin. 

If this treatment fails to produce withdrawal bleeding it is likely that there 
is a degree of underdevelopment of the uterus; further treatment is not 
likely to succeed although it may be worth repeating the first three cycles 
with double the dose of estrogen and completing the treatment if there is 
a response. In cases which respond to artificial hormone treatment but 
relapse into amenorrhea when treatment is stopped, it is likely that there 
is a fault in the ovaries or anterior pituitary. A second course of treatment 
is occasionally followed by spontaneous menstruation. It must be admitted, 
however, that the prognosis in cases of serious underdevelopment of the 
uterus or ovaries is not good. Fortunately, such cases are uncommon. 


SECONDARY AMENORRHEA 

Secondary amenorrhea is a common symptom in young women; the 
possibility of pregnancy must not be overlooked. Debilitating diseases, 
especially in the early stages of pulmonary tuberculosis, may be associated 
with amenorrheea. Anorexia nervosa is another disease which may present as 
amenorrhea. The onset is often insidious, the periods ceasing before actual 
loss of weight is apparent and the girl may succeed in concealing for some 
time the fact that she is not eating. ‘Environmental amenorrheea’ is common 
among girls leaving home to take up institutional life; this applies to nurses 
in training, students and girls entering the Services. The ‘pituitary shock’ 
syndrome is an allied condition where amenorrheea follows a profound shock. 
This may be associated with excessive eating and obesity. 

In dealing with secondary amenorrhea, pregnancy, serious organic 
disease and endocrine disorder must first be excluded. An x-ray of the chest 
is advisable in all cases and also an estimation of haemoglobin since some of 
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these girls are anemic. If no organic cause is apparent it may be concluded 
that the amenorrhea is of environmental origin. In most of these cases 
spontaneous recovery, with the reappearance of normal menstruation, occurs 
within six months so that it is unnecessary to give immediate treatment, 
except on general lines. If menstruation fails to reappear after six months it 
is reasonable to give hormone treatment, as for primary amenorrhcea. 


DYSMENORRHGA 
In the adolescent girl dysmenorrhea is invariably of the primary, intrinsic 
or spasmodic type. Its clinical features are well known. The pain, which may 
be very severe, tends to coincide with the onset of menstruation. It is felt in 
the lower abdomen and pelvis and may be referred to the back or down the 
legs. It may be accompanied by nausea, vomiting and fainting. Usually it 
lasts no more than a few hours but it may be prolonged for a day or more. 

The exact nature of the pain of spasmodic dysmenorrheea is uncertain 
but it appears to be associated with the powerful uterine contractions which 
occur during the first day or two of menstruation. It is present only in 
post-ovulatory menstruation, anovular bleeding being painless. Hence the 
onset of menstruation and its first year or two may be characterized by 
painless, often irregular, bleeding, dysmenorrhea appearing later. The 
natural history of dysmenorrheea is interesting; it affects mainly young 
women and tends to disappear after the age of thirty. Marriage often leads 
to improvement and childbearing to a complete cure. If ischemia of the 
uterus causes pain, then it might be expected that the relative increase in 
fibrous tissue and the loss of muscular power which occurs after child- 
bearing and as the uterus ages, are responsible for recovery from spasmodic 
dysmenorrheea. This is probably an over-simplification of the problem. 

Further evidence on spasmodic dysmenorrhea has been obtained by 
experimental work which has shown that sufferers from dysmenorrhea have 
a lower threshold -for pain than other women and than men; this fact is 
probably the most important in the causation of the condition. 

Spasmodic dysmenorrhea is an important socio-economic disease. Many 
girls are referred for treatment because they have acquired the habit of 
staying away from work or from school for the first day or two of menstrua- 
tion. The condition tends to affect mainly girls of sedentary habits and is 
uncommon among girls working out of doors and performing manual 
labour. 

The treatment of spasmodic dysmenorrhcea depends upon its severity 
and the degree of disability it causes. At the outset, it is most important to 
emphasize to the girl and to her mother that this is a functional condition, 
that it does not indicate pelvic disease and that recovery can be expected 
in time. Here it may be noted that retroversion of the uterus, if found in 
a girl with dysmenorrheea, is certainly a coincidental finding and of con- 
genital origin. The pain is unlikely to be relieved by correction of the 
retroversion. In all cases, careful inquiry must be made into the girl’s mode 
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of life and she should be urged to take regular exercise, if possible in the 
fresh air. Gymnastics, tennis, riding, swimming and all outdoor games are 
helpful. In addition, remedial exercises should be performed regularly at 
home. Constipation should be avoided. For the milder cases simple anal- 
gesics suffice and should always be tried first. Aspirin alone, or in combina- 
tion with other drugs, is the analgesic of choice. A combination of aspirin, 
phenacetin and amphetamine, known under the proprietary name of 
‘edrisal’, is useful, but should not be taken in the evening. Application of 
heat, either as a hot-water bottle or a hot bath, will help a short attack of 
severe pain. On no account should alcohol or habit-forming drugs be given. 

A simple regime of adequate exercise, attention to hygiene, reassurance 
and analgesics should be tried initially in every case, further treatment 
being necessary only when these measures do not succeed. Good results are 
obtained in many cases by giving cestrogens throughout the cycle, except 
during menstruation. It has been suggested that this acts by temporarily 
inhibiting ovulation and producing painless anovulatory bleeding, but I 
have seen pregnancy occur during such treatment, which has led to doubt 
on this point. It may be that the estrogen acts on the uterine blood vessels 
improving the flow through them and thus relieving ischemic pain. Treat- 
ment consists in the administration of stilbeestrol, 1 mg. twice daily, or 
ethinyleestradiol, 0.05 mg. twice daily, for twenty-one days, beginning on 
the fifth day of the cycle. Treatment is continued for three cycles and then 
discontinued. A further course of three cycles may be given if pain recurs 
on stopping treatment. In many cases six months’ treatment gives permanent 
relief. 

Dilatation of the cervix relieves or improves forty to fifty per cent. of 
cases of spasmodic dysmenorrheea. In some the pain is temporarily relieved, 
only to recur after a few months. In these a second dilatation often gives 
permanent relief. Pelvic sympathectomy is reserved for those cases in 
which dysmenorrheea proves intractable. This is rarely found to be necessary 
in practice, certainly in young girls, although it might be undertaken for 
incapacitating dysmenorrheea in an older woman. 


PUBERTY MENORRHAGIA 
Menstruation is often irregular at its beginning, a year or two elapsing 
before the adult rhythm is established. In a few cases this irregularity takes 
the form of very frequent periods or of prolonged episodes of bleeding. In 
a very few, prolonged heavy uterine bleeding occurs, leading to anemia 
and ill health. These cases are referred to as puberty menorrhagia. Abnormal 
physical signs are rarely found, although biopsy of the endometrium reveals 
a hyperplasia of metropathic type. 

Treatment in milder cases, in which the periods are fairly regular but 
heavy, consists initially in measures to improve the general health, treatment 
of anemia if present and administration of calcium. More severe cases 
require hormone treatment and here the cestrogens can usefully be used as 
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uterine hamostatics. Treatment is begun with ethinylestradiol, 0.05 mg. 
sublingually twice daily. This is continued for twenty-one days, unless 
bleeding occurs during treatment, in which case it is discontinued for an 
interval of five days and then given again in double the dose. Treatment is 
continued until the bleeding is controlled, though a further increase in 
dosage may be necessary before this is achieved. The aim is to produce three 
withdrawal bleedings at intervals of about twenty-eight days. The dosage 
of estrogen is then reduced and ethisterone added in increasing doses as in 
the treatment of primary amenorrhea. Normal menstruation may be 
expected after six months of successful treatment. 

This method is somewhat tedious but is so successful that, with per- 
severance, curettage is rarely if ever necessary and once the initial bleeding 
has been controlled it is a simple matter to bring about normal cycles. 


VAGINAL DISCHARGE 
Vaginal discharge is a comparatively common symptom in adolescent girls 
and in general presents much the same problems as does leucorrheea in the 
adult woman. The causes may be divided into two main groups: true 
leucorrheea, representing an excess of normal vaginal secretion, and patho- 
logical vaginal discharge. It is quite common for young girls to have a thick, 
curdy vaginal discharge. This can be simply investigated by taking a vaginal 
swab. The swab reveals a strongly acid discharge which contains only 
desquamated vaginal cells and Déderlein’s bacilli. This excess of secretion 
is contributed to by constipation, over-exertion and nervous factors. It 
causes no other symptoms and when recognized is best treated by re- 
assurance and simple advice on general hygiene. 

Pathological discharges in adolescents may be caused by cervical erosion, 
trichomonas vaginitis and vaginal thrush. A foreign body in the vagina is 
another possible cause though less common than in younger children. Full 
investigation is rarely possible without examination under anzsthesia. A 
very small speculum is passed so that minimal damage is caused. The 
cervix and vaginal walls are inspected, thus excluding a foreign body or a 
congenital erosion of the cervix. A swab is taken from the discharge for 
laboratory examination, including culture. Many cases will be found to be 
due to congenital erosion of the cervix, often with secondary infection. 
These are treated by electrocauterization. Infections of the vagina are 
treated along the same lines as those in adult women; such treatment is 
often best given in hospital. 


CONCLUSION 
The adolescent girl with a gynecological problem needs careful and tactful 
handling. Some of these problems arise from ignorance and faulty hygiene, 
others represent conditions causing serious disability which are, however, 
amenable to treatment. The future of the girl as an adult woman will 
depend very much upon how her case is handled at this difficult and testing 
time in her life. 
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WHEN considering the role of the woman in the sterile marriage the practi- 
tioner must never forget that sub-fertility factors are usually found in both 
partners, and both the man and the woman must be investigated. It is the 
purpose of this article, however, to consider the woman’s responsibility only, 
excluding those factors which give rise to absolute sterility and for which, 
as a rule, little can be done. 

In the case of the apparently normal woman who consults her doctor 
because she has failed to conceive, one, or a combination, of four conditions 
will be found and, as a rule, it is a simple matter to investigate and elucidate 
the cause of her difficulty. These four conditions are:— 

(1) Failure to ovulate or defective ovulation. 

(2) Failure to elaborate a satisfactory cestrogenic cervical mucus at the 
time of ovulation. 

(3) Failure to prepare the endometrium satisfactorily for the nidation of 
the fertilized ovum, or disease of the endometrium such as tuberculosis. 


(4) Obstruction of one or both tubes. 
Although these four factors must be considered separately, a combination 
of faults is commonly found. 


FAILURE TO OVULATE OR DEFECTIVE OVULATION 

A woman usually ovulates about fifteen days before the anticipated onset of 
a period. This means that, in a woman who menstruates every 28 days, 
ovulation will take place on the 13th day from the first day of the last period; 
in a woman with a 21-day cycle, ovulation will take place on the 6th day from 
the first day of the last period. It is important to assess this day because 
timing of intercourse relative to this day is most important as it is highly 
probable that the ovum, once extruded from the ovary, will not survive for 
longer than about twelve hours unless it is fertilized. Intercourse must 
therefore take place in anticipation of the day of ovulation and not in 
arrears. If this view is correct, fertilization depends more upon the ability 
of the spermatozoa to survive inside the female passages for two or three days 
than upon the capacity of the ovum to await fertilization. Timing is thus very 
important and at the first consultation this can be explained and the woman’s 
fertile days calculated mathematically while awaiting a more accurate 
assessment. 
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METHOD OF ASSESSING THE DATE OF OVULATION 

Basal body temperature—The body temperature changes throughout the 
menstrual cycle. A normally ovulating woman has a diphasic temperature. 
If the early morning temperature be recorded, preferably by inserting the 
thermometer into the rectum or into the vagina, this diphasic character will 
be apparent. Men, women past the menopause, and children do not exhibit 
this cyclical fluctuation, which is considered to be due to a depression of the 
metabolism-stimulating hormone of the anterior pituitary gland by cestrone 
and a stimulation of it by progesterone. Thus, the pattern of the temperature 
chart is diphasic, with the temperature fluctuating around a low mean before 
ovulation and fluctuating around a higher mean after ovulation when the 
corpus luteum is elaborating progesterone. Such a temperature chart is of 
more value to the medical adviser than to the patient, since the rise in 
temperature follows upon the activity of the corpeus luteum and by the time 
it occurs the ovum, if unfertilized, is already dead. Here it must be empha- 
sized once more that intercourse is likely to be most fertile when undertaken 
immediately before or at the time of temperature change, but not afterwards. 

Cervical mucus.—Although this method of assessment is a simple pro- 
cedure it cannot be relied upon absolutely and is most useful when used in 
conjunction with inspection of the cervix to assess the character of the 
cervical mucus, because in health there is a cyclical change in the character 
of the cervical secretion throughout the menstrual cycle. If the cervix of 
a normally menstruating woman be exposed at the time of ovulation mucus 
can be seen to be streaming out from the cervical canal and clinging to the 
posterior lip of the cervix. This mucus is clear and glycerin-like in character 
and can easily be sucked out with a suction syringe or lifted out with a pair 
of artery forceps. Certain physical characteristics can then be noted, the 
chief of which is the fibrosity of the mucus: i.e. the capacity of the mucus to 
be stretched into threads of 6 to 10 cm. long. This can be done by separating 
the blades of the forceps holding the mucus. If fibrosity is satisfactory the 
mucus will stretch between the two open blades as a thin elastic thread. 

After ovulation, this mucus changes its character, it generally becomes 
more and more ‘tacky’ until finally, before menstruation it is thick, ‘tacky’ 
and opaque. “T'ackiness’ is assessed by placing a blob on a microscope slide, 
compressing it with another slide and then separating them when this 
mucus, unlike the mucus at the time of ovulation, will adhere to the one and 
break away from the other. The thin elastic mucus seen at the time of 
ovulation is sometimes called ‘ovulatory’ mucus; this is an unsatisfactory 
term and the mucus would be more accurately described as cestrogenic 
mucus since it is secreted by the cervical glands when they are acting under 
the stimulus of estrone only; the ‘tacky’ mucus is secreted by the glands 
when they are acting under the influence of cestrone plus progesterone. Thus, 
it is the change from one kind of mucus to the other which acts as an indicator 
that ovulation has taken place, and that a corpus luteum has been formed. 

Women who menstruate without ovulating do not show this change but 
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the mucus remains clear, fibrotic (elastic) and glycerin-like throughout the 
cycle. Likewise, a woman who has missed a period by about a fortnight will 
have an opaque ‘tacky’ mucus if the delay is due to pregnancy, but if the 
delay is due to an unruptured Graafian follicle, as is seen in the case of 
metropathia hemorrhagica, the mucus will be fibrotic. This mucus is 
immiscible with semen, and when they are in contact they behave as two 
colloids and a physical interface is formed which offers obstruction to the 
passage of certain spermatozoa while allowing others to pass through easily. 
The behaviour of the spermatozoa can be observed if semen and cervical 
mucus be placed in contact on a slide and examined microscopically. 


The spermatozoa on the semen side soon collect in a dense mass up against the 
interface and they are orientated with the heads facing the mucus, but the majority, 
despite vigorous movements, fail to pass the interface whilst others penetrate the 
mucus with some effort. There are yet others which appear to overcome the resistance 
of the mucus with ease. Only the vigorous and favourably shaped spermatozoa are 
capable of doing this. 

The fact of ovulation is also assessed by subjecting to microscopy the 
endometrium, removed a few days before menstruation. 

Apart from the normal secretions of the cervix certain pathological 
states may be found. 

(1) The cervix may be dry and devoid of mucus during the presumed 
ovulatory phase. This is seen in women who fail to produce Graafian 
follicles or who produce them at irregular intervals. They often exhibit 
android characteristics or suffer from obesity of the pituitary type and 
menstruate irregularly. Spermatozoa appear to be unable to invade this 
type of cervix. 

(2) There may be a thick, opaque, gelatinous, non-fibrotic mucus, 
containing microscopically large numbers of leucocytes; this type of mucus 
is associated with chronic cervicitis. Spermatozoa appear to become en- 
meshed in such a mucus. 

(3) There may be a frank purulent discharge from acute inflammation of 
the cervix. 

It is at this stage that a word of warning is necessary since it is assumed 
that anyone investigating a sterile marriage will have had the semen tested 
by an expert and the report may have been ‘normilly fertile’. The real 
question to be answered is whether the semen is capable of fertilizing the 
woman against whom it is matched. A semen may be capable of fertilizing 
a young woman of 20 years with excellent cestrogenic mucus, but incapable 
of fertilizing a woman of, say, 35 years, less equipped for the purpose, since 
there are degrees in the quality of the mucus of almost infinite variety. 

The final test of this mucus therefore must be its capacity to permit 
penetration by, and to support the life of, the spermatozoa against which 
it is matched and this capacity is elucidated by the post-coital test. 


THE POST-COITAL TEST 
This test is the most important test of all. It is simple to perform and its 
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results are most instructive because, until a dense active population of 
motile spermatozoa is found in an adequate cestrogenic mucus within the 
cervix after intercourse, conception is not likely to take place. 

The woman is asked to report on, or about, her fertile days and within a 
period of seven to twelve hours of intercourse having taken place. It is also 
wise to instruct the partners to abstain from intercourse for three or four 
days beforehand. The cervix is exposed with a bivalve speculum and the 
mucus in the cervical canal removed with a suction syringe. The mucus is 
then examined, its naked-eye appearance being noted, and it is also examined 
under the microscope. Any increase in viscosity is likely to be unfavourable 
for the migration of spermatozoa. Under the microscope a dense population 
of motile spermatozoa should be found. Four or five progressive spermatozoa 
should be seen per high-power field; anything less than this calls for an 
explanation. 

A poor post-coital test implies one of three faults: (1) the semen is 
inadequate; (2) the cervical mucus is unsatisfactory; (3) there is a fault in 
coital mechanics. 

Faulty mechanics.—There can be little doubt that certain mechanical 
conditions exist which prevent satisfactory insemination. The observer 
will be led to the conclusion if, in spite of a satisfactory semen test, satis- 
factory cervical mucus, and no fault in potency, a post-coital test fails to 
demonstrate an adequate quantity of spermatozoa in the cervical canal. 
A retroverted uterus is a common cause of failure of insemination since 
in this instance the external os may be directed away from the seminal 
ejaculate which may be deposited and ‘lost’ in the posterior fornix. 

Other mechanical factors are not so obvious but a narrow vagina associated 
with an android pelvis sometimes prevents deep penetration and therefore 
the semen is lost in the vagina and spermatozoa cannot reach the os as they 
are destroyed by acid vaginal secretion; it is in such cases that a pre-coital 
alkaline douche is useful. A small or pin-hole os, presenting, as it does, a 
very small area for semen-mucus contact, may fail to allow the passage of an 
adequate number of spermatozoa from a semen of unsatisfactory density. 

Of recent years, it has become the practice of seminologists to be satisfied 
with a post-coital test alone but, since the cervical mucus filters the good 
from the bad, a post-coital test can only indicate the presence of an adequate 
number of satisfactory spermatozoa. It cannot give the differential count of 
normal and abnormal sperms which is so valuable in assessing the quality of 
the male. Therefore, valuable as it is, the post-coital test should be used as 
an adjunct to, and not as a substitute for, a semen test. 


Before leaving the subject of the cervical mucus it is of interest to note 
its relevance to the reason why the simple, time-honoured operation of 
dilating the cervix satisfied our forebears and many of us at the present time. 
It may be that dilatation will increase the area of semen-mucus contact and 
thus allow a larger number of spermatozoa the opportunity of migrating into 
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the cervical fluid. Thus, in this way, i.e. by dilating the cervix, one may 
compensate for a semen of poor density. 


FAILURE TO PREPARE THE ENDOMETRIUM SATISFACTORILY 

FOR THE NIDATION OF A FERTILIZED EGG 
Fertility implies not only that conception should take place but that the 
fertilized egg should be capable of embedding in the endometrium, and the 
endometrium should be adequately prepared to receive and support its life. 
The preparation is the result of the synergistic action of the two hormones, 
cestrone and progesterone, elaborated by the corpus luteum. There can be 
little doubt that there are varying degrees of endometrial preparation, and 
all operators can verify at laparotomy that corpora lutea vary in size in 
different individuals at the same time in the cycle. Some women develop 
a large corpus luteum when the endometrium is adequately prepared. In 
others, the corpus luteum is less well-developed and presumably the 
endometrium less satisfactorily prepared. An extended experience of endo- 
metrial biopsies, taken in the luteal phase, will lead the microscopist to 
recognize a good and a poor preparation. 

Thus, an endometrial biopsy, taken a few days before the anticipated 
onset of a period will, on the one hand, confirm ovulation, and, on the other 
hand, give an idea of the amount of hormones elaborated by the corpus 
luteum. Variations in the microscopic picture of the endometrium may be 
due to variations in the qualities of the luteal hormones, or variations in the 
endometrial response to these hormones, as Bourne suggests. Whatever may 
be the explanation, the fact remains that many sub-fertile women conceive 
by the simple plan of having intercourse on their fertile days and follow this 
by taking small quantities of luteal hormones during the premenstrual phase. 

A common plan is to suggest intercourse (in a woman with a 28-day cycle) 
on days 12, 13 and 14 of her cycle; that is to say, on days 12, 13 and 14 from 
the first day of the period, counting the first day inclusively, and from day 12 
she should take one 0.3-mg. tablet of diencestrol and one 5-mg. ‘linguet’ 
of ethisterone daily, and continue taking these tablets until either a period 
begins, when they should be discontinued, or, if pregnancy ensues, until the 
18th week of the pregnancy. In the latter instance, she is advised to continue 
for 18 weeks because if this plan works it implies that endometrial preparation 
was at fault and, if she discontinues the hormones, the environment of the 
growing embryo will become adverse, it will die and be discarded in mis- 
carriage. After the eighteenth week the placenta will be fully developed and 
will have taken over the control of the hormone production. An endometrial 
biopsy will also permit the endometrium to be scrutinized generally, with 
particular reference to giant cell formation as seen in pelvic tuberculosis. 
The incidence of giant cells in the endometrium varies considerably from 
one part of the country to another. Many report the incidence in sterile 
women to be as high as 5 per cent.; their presence appears to be an absolute 
bar to fertility. 
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PATENCY OF THE TUBES 

Tubal factors.—Tubal factors as a cause of sterility would appear to be of 
major importance and observers report that in about 50 per cent. of cases a 
tubal factor is present. Most of these abnormalities of the tubes, such as 
developmental failure, constrictions, tubal spasms, mucus occlusion and 
frank inflammation, tuberculous or otherwise, cannot be detected by history 
or physical examination alone; in fact, a tube palpable at the time of physical 
examination is often found to be open, whereas in patients with occluded 
tubes the tubes sometimes on palpation appear to be normal. 

There are two methods in general use to determine tubal patency:— 
(1) Utero-tubal insufflation. (2) Hysterosalpingography. 

Utero-tubal insff ation is a simple procedure, and, provided that proper 
precautions are taken, it is perfectly safe. The major precaution is always to 
use carbon dioxide as the gas, since, if by chance it should enter the blood 
stream, its absorption is rapid and any effects from the procedure are of 
shorter duration than when air or oxygen is used. Air should be condemned 
because of its large nitrogen content which is practically non-absorbable. 
Several fatalities have been recorded from embolus but in most cases the 
gas used has been other than carbon dioxide. Of equal importance is an 
appreciation of the contraindications : (1) Chronic purulent cervicitis. (2) Any 
acute or recently acute pelvic inflammation. (3) Irregular menstrual bleeding. 

Provided these elementary precautions are observed the procedure is 
safe, and gives most useful information, since not only can tubal patency 
be demonstrated but, if a kymograph is attached to the machine used, 
definite cyclical fluctuation of the pressure of the gas can be demonstrated, 
due apparently to tubal peristalsis. These rhythmic contractions are only 
present in healthy tubes and are most frequent and show the largest range 
at, or about, the time of ovulation when the tubes are acting under the 
influence of cestrin. These peristaltic waves presumably occur spontaneously 
about the mid-interval of the menstrual cycle; i.e. at the time of ovulation, 
and, acting together with the cilia of the tubal mucous membrane, are 
responsible for a flow of fluid down the tubes to the uterus. This guides the 
spermatozoa up the tube, since these swim against the current. At the same 
time the immotile fertilized ovum, expelled directly into the ostium of the 
tube, becomes enmeshed in this fluid and is carried down to the uterus where 
embedding takes place. 

This mechanism is beautifully timed; starting as it does, a few days 
before ovulation, and reaching its height about this time, it serves to guide 
the spermatozoa upwards and then finally to deliver the fertilized ovum into 
the uterus. About five days after the rupture of the Graafian follicle the 
corpeus luteum is fully developed and is elaborating progesterone, and the 
synergistic action of progesterone and cestrin appears to render the tubes 
and the uterus quiescent. It is just about then, i.e. four or five days after 
ovulation, that the fertilized ovum is assumed, judging by analogy with the 
lower animals, to reach the then quiescent uterus where nidation takes place. 
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While meditating on this remarkable timing, it is interesting to speculate 
on the disasters which might follow a hitch. Too rapid movements of the 
tubes might result in nidation taking place low in the uterus, giving rise to 
placenta previa; a delay might allow the fertilized egg to be sufficiently 
developed to nidate in one of the tubes, resulting in a tubal pregnancy. 

Good as insufflation is in demonstrating patency and also, by reason of 
these rhythmical fluctuations, the condition of the tubes, it cannot always 
demonstrate the condition of both tubes, and many believe that a hystero- 
salpingogram is of more use, since here one has visual evidence of the shape 
and the patency of the tubes. Furthermore, it is recorded in the literature 
that about 40 per cent. of women who have a satisfactory result from a 
salpingogram achieve a pregnancy within six months. During insufflation 
gas is assumed to pass along the tubes because the pressure remains 
stationary or falls while the gas is flowing and because of the rhythmic 
changes in pressure as shown by the kymograph. Also, after the insufflation 
is finished and the patient sits up, she occasionally experiences shoulder 
pains, presumably due to collection of gas under the diaphragm. More 
direct evidence is obtained by ausculation over the lower abdomen when the 
observer can hear the gas passing into the peritoneal cavity. It is not easy to 
be certain that the gas passes along both tubes. In cases of unilateral 
obstruction, or where a tube has been removed, gas is still heard to pass 
but, owing to the fallibility of the conduction of sound, one cannot be quite 
certain of the side on which the flow is heard. 

It might be argued that it is immaterial whether both tubes are open or 
not, but a brief consideration of the physiological action of the tubes at the 
time of fertilization will show how important it is to know that both tubes 
are open or, at least, that the tube is open on the side of the ovulating ovary. 
At the time of ovulation an egg is extruded from one or other ovary and 
there is some evidence to indicate that a woman does not ovulate from 
alternate ovaries but that she does so repeatedly, often for several years, 
from one ovary, the other being held, as it were, in reserve. Even if she did 
ovulate first from one and then from the other ovary, at most she would 
ovulate six times a year from the left ovary and six times from the right, but, 
even in these circumstances, her chances of conception would be con- 
siderably reduced if one tube were obstructed. 

Admittedly pregnancies have been recorded in women who have had 
an ovary and the contralateral tube removed. In these circumstances a 
pregnancy could only occur if the ovum migrates across the pelvis or if the 
remaining tube grasped the opposite ovary with its fimbria. Such cases are 
rare, but being rare, find their way into literature. 

It used to be thought that the ovum was expelled forcibly in a projectile 
fashion from the Graafian follicle. This is now known to be incorrect; the 
ovum merely oozes out of the Graafian follicle with the liquor folliculi when 
the follicle ruptures. Furthermore, many ingenious experiments have shown 
that muscular bands contained within the mesenteries of the uterus, tubes 
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and ovaries, pull the ampullz of the tubes down over the corresponding 
ovaries almost as sacks. The ovaries now rotate on their longitudinal axes so 
that first the anterior and then the posterior surfaces are exposed to the 
sweep of the fimbria as they move over the surface of the ovaries and as a 
result the ovum enters its corresponding tube directly. 

This account of the physiology of fertilization explains many problems :— 

(1) The tubes must possess fimbriz, be active and not have the cilia of 
their mucous membrane destroyed by inflammation. Hence the bad results 
recorded from bilateral salpingostomy following upon bilateral hydrosalpinx 
because in this instance the surgeon cannot restore the fimbriz, the whole 
of the tube is fibrosed and is not likely to exhibit peristaltic movements 
and the cilia of the mucous membrane of the tube are destroyed. 

(2) The fact that operations for obstructions of the tubes at their uterine 
end give better results than those for obstruction at the ovarian end. Here, 
as a rule, the fimbriz are present, the cilia active, and the tube is not fibrosed. 
The operation merely results in shortening the tubes. 

(3) The frequent failure of conception following salpingectomy for ectopic 
gestation. Here it is obvious that the ovulating ovary is on the side of the 
ectopic pregnancy and if it is conserved it is likely to continue to ovulate. 
When operating for an ectopic gestation, provided that the other ovary is 
present, the ovary on the ectopic side should therefore be removed. 

(4) A salpingogram is of more use than a utero-tubal insufflation. 

(5) That if the only cause of sterility in a marriage is proved to be 
unilateral obstruction the patient should be investigated to ascertain from 
which ovary she is ovulating. This can be assessed by culdoscopy: i.e. by 
passing a culdoscope through the posterior vaginal fornix and visibly 
observing which is the ovulating ovary. If the ovulating ovary is on the side 
of the obstructed tube, it is better to remove that ovary so that the reserve 
ovary might function rather than attempt to repair a damaged tube. 

Thus it would appear that the best method of learning the condition of 
both tubes is hysterosalpingography. Even if a satisfactory tracing has 
been obtained once or twice by insufflation and the patient remains sterile 
in spite of all other factors being satisfactory, unilateral obstruction should 
be suspected and a hysterosalpingogram should be performed. The same 
contraindications apply here and there is also the danger, when an oily 
medium is used, of oil embolus. This can be reduced to a minimum provided 
the following two precautions are observed. Hysterosalpingography 
should never be performed in the premenstrual week when there is hyper- 
zmia of both uterus and tubes and the patient must always be screened at 
the time the oil is injected. A skilled radiologist can guide the operator and 
can see immediately if the opaque medium is leaving the genital path. 
Should this happen the injection should be discontinued at once. 











NEUROLOGICAL COMPLICATIONS 
OF THE ACUTE SPECIFIC FEVERS 


By HENRY MILLER, M.D., F.R.C.P. 
Physician in Neurology, The Royal Victoria Infirmary, Newcastle upon Tyne 


NEUROLOGICAL complications of the acute infectious fevers are rare: even 
measles encephalitis, probably the most familiar example, occurs only once 
in a thousand cases of the exanthema. These illnesses, however, are for the 
most part dramatic and alarming, and unless the physician is aware of their 
existence they may lead not only to diagnostic confusion, but also to in- 
judicious or even harmful therapeutic interference. Descriptions of case- 
material recorded over the past century yield useful generalizations to 
guide the practitioner in diagnosis and management. 


MEASLES, VARICELLA, AND RUBELLA 

The neurological complications of measles, chickenpox, and rubella are 
identical in type and vary only in detail. They arise on the common basis of 
a widespread inflammatory lesion, disseminated throughout the white 
matter of the nervous system, characterized by cellular infiltration and 
patchy demyelination concentrated in the region surrounding the cerebral 
blood vessels, and particularly the small veins—a perivenous demyelinating 
encephalomyelitis. Not only are identical lesions found following each of 
these three diseases, but they are also quite indistinguishable from the find- 
ings occasionally encountered after banal infections, and after vaccination 
against smallpox and various other sterile inoculations. In all probability 
therefore they are manifestations of a non-specific allergic reaction to a 
variety of antigens and not directly due to virus invasion. On this patho- 
logical basis arises a triad of clinical syndromes: encephalitis, myelitis, and 
polyneuritis, or more accurately (since this form of polyneuritis appears to 
have its origin in lesions involving the spinal roots) polyradiculitis. Mixed 
and transitional syndromes are often encountered. Quite often, for example, 
a partial transverse lesion of the spinal cord, or focal muscular wasting of 
root origin, complicates a predominantly encephalitic illness. In the same 
way transient disturbance of consciousness, or meningism, may occur in 
a case of transverse or ascending myelitis, or in a patient with severe 
polyradiculitis. Ninety per cent. of cases, however, are predominantly 
encephalitic, with or without evidence of simultaneous involvement of cord 
or nerve roots. The remaining ten per cent. comprise instances of myelitis or 
polyradiculitis in which encephalitic symptoms are absent or, at the most, 
quite evanescent. 

In each of these three instances it is the older patients who are most 
liable to develop neurological complications, and since rubella tends to 
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occur later in childhood and adolescence than the other two, the age dis- 
tribution of neurological complications in this exanthema is the highest of 
the three, no less than one-third of such cases occurring after the age of 
sixteen. Furthermore, it should be noted that these neurological disorders 
are far from being complications of severe exanthemata. Their occurrence is 
indeed independent of the severity of the initiating infectious disease, and 
measles encephalitis has several times been reported after the mild illness 
which follows the use of attenuating doses of gamma globulin. Thirdly, 
although the spinal fluid in cases of polyradiculitis (the condition otherwise 
familiar as infective polyneuritis, or Guillain-Barré syndrome) nearly 
always shows the customary massive increase in protein content, the findings 
in encephalitis and myelitis are non-specific. The fluid may be normal, but 
more commonly shows a moderate to marked lymphocytic pleocytosis; 
this, however, bears no apparent relation to severity, prognosis, or the 
occurrence of clinical meningism. 


ENCEPHALITIS 

In a few instances the onset of para-infectious encephalomyelitis precedes 
the appearance of the rash, and the nature of the neurological disorder 
becomes clear only after a few days. Most often, however, the various 
encephalitic illnesses (which have the shortest latent periods) begin as the 
rash is fading: typically three to four days after its appearance in the case of 
rubella, four to five in patients with measles, and six to seven in varicella. 
Polyradiculitis has an average latent period almost twice as long as encephalo- 
myelitis (eight, nine, and eleven to twelve days respectively), myelitis 
occupying an intermediate position. It will be observed that these latent 
periods vary as do the incubation periods of the fevers concerned, and it is 
of interest that in the case of rubella, which has the shortest incubation 
period and the shortest latent period, encephalomyelitis has developed 
before the appearance of the rash in an appreciable proportion of cases. 

In view of their identical histopathological basis, the close clinical 
similarity existing between the encephalitic illnesses which complicate these 
three fevers is not surprising. Indeed, in the absence of the appropriate 
cruption the individual neurological illnesses are quite indistinguishable, 
although statistically certain differences are evident. These illnesses may 
begin abruptly with convulsions followed by coma, or by a slow lapse into 
stupor following a few hours of headache, vomiting, and restlessness. 
Impairment of consciousness is the most invariable feature, and in nearly 
half the cases this amounts to actual coma. Fever is usual, meningism and 
convulsions common. These are the signs of a general cerebral illness. 
Signs of focal cerebral damage are infinitely variable. Hemiplegia, tetra- 
plegia, ataxia, retention of urine, optic neuritis, paralysis of cranial nerves, 
and involuntary movements of various kinds are often encountered. Fatalities 
are almost limited to patients in coma, and usually occur within the first 
three days of the illness. Practically all the patients who survive for seven 
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days recover, and in most of these cases astonishingly few neurological signs 
remain even when the initial findings indicated massive cerebral damage. 
Coma, convulsions, and extensor plantar responses are all unfavourable 
signs, each associated with an increased mortality. The disease is more 
fatal over the age of sixteen. On the other hand, severe sequela (mental 
defect, behaviour disturbance, or more rarely persisting evidence of focal 
cerebral damage) are more commonly encountered after illnesses affecting 
the vulnerable brain of the young child: residual intellectual defect is exclu- 
sive to early childhood and has never been recorded in adolescents or adults. 
The similarities between these various encephalitic illnesses are evident, 
but what of the differences? Briefly, chickenpox encephalitis is usually less 
severe than that associated with measles or rubella. The mortality in 
chickenpox is 10 per cent. compared with 20 per cent. in the other two diseas- 
es. Although occasional instances are more severe than the majority of cases 
encountered in association with measles, varicella encephalitis is in general 
a milder illness, with a lower incidence of coma, convulsions, and extensor 
plantar responses, and a considerably higher incidence of cerebellar signs 
such as ataxia, nystagmus, and dysarthria. Since the mortality in chickenpox 
cases which become comatose is comparable to that encountered in similar 
cases occurring in association with measles, the lower mortality in varicella 
may be taken as due to the lower incidence of these severe symptoms. 


MYELITIS 
The myelitis which may complicate any of these fevers is most commonly 
transverse and mid-dorsal, but occasionally ascending or disseminated. It 
shows no special features, usually beginning with backache and weakness of 
the legs, and progressing over the course of a few days through a flaccid to a 
spastic paraplegia or more rarely tetraplegia. Retention of urine is the rule; 
an upper level of sensory impairment usual. The condition has a mortality 
rate of about one in five, death being due to bulbar involvement in the 
course of an ascending lesion. Most patients, however, begin to improve 
within a few days or weeks of the onset, and in all except the severest cases 
(in which actual necrosis of the spinal cord may occur) recovery of function 
is usually remarkably complete even though the plantar responses may 
remain extensor for life. Pathologically, demyelination may be focal or 
disseminated. Especially when the lesion is focal or transverse, thrombosis of 
a segment of the anterior spinal artery may play a part, possibly on the basis 
of an allergic arteritis. 

POLYRADICULITIS 

Polyradiculitis also shows no special features. Painful paresthesia in the 
limbs herald the gradual onset of a commonly symmetrical flaccid paraplegia 
with total loss of deep reflexes, muscle pains and tenderness, and sometimes 
sensory impairment of peripheral or radicular distribution. Cranial nerve 
palsies are common, and the very rare fatalities which occur are usually due 
to paralysis of the respiratory muscles. ‘The condition more often progresses 
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over the course of a few days, and then begins to improve after an apparently 
static period of a week or two. There are probably two phases of the lesion. 
Impairment of function is at first due to a rapidly reversible cedematous- 
inflammatory reaction in the nerve-roots, but this is followed by demyeli- 
nation of nerve-fibres which is only slowly reparable. At any rate, although 
recovery is in the end usually complete or almost so, this illness may cause 
paralytic disability which on occasion remains severe even for a year or more. 
It is of interest that both myelitis and polyradiculitis tend to be less severe in 
relation to chickenpox than in measles, whilst all the neurological complica- 
tions of rubella are at least as severe as those of the latter disease and indeed 
appear to be somewhat more explosive as well as earlier in their onset. 


THERAPEUTIC VALUE OF CORTISONE 

The hypothesis that this group of encephalitic, myelitic, and polyradicular 
syndromes is allergic in nature has already been mentioned, and it is now 
widely held. It implies that the tissue-reaction involved is not primarily 
neuronal, as it is for example in poliomyelitis or encephalitis lethargica, but 
mesodermal and vascular. The initial lesion has been compared to an urti- 
carial weal in the neuraxis, perivascular involvement of neural elements 
such as axon-sheaths being due to secondary changes such as pressure (as 
possibly in nerve-roots), or to toxic effusion from damaged blood vessels. 

The close similarity of the human lesion to those produced in animals by 
experimental injection of brain emulsions (experimental allergic encephalo- 
myelitis), and the prevention of these experimental animal lesions by the 
prior administration of cortisone, were further evidence of a possibly 
allergic pathogenesis, and encouraged therapeutic trial of corticotrophin and 
cortisone in the human diseases. The frequent occurrence of dramatic 
spontaneous recovery renders assessment of results difficult, but arrest of 
deterioration, rapid restoration of consciousness, disappearance of focal 
signs, and further therapeutic response of patients who had relapsed when 
the drug was stopped within a few days of the onset, have all been ob- 
served often enough to render coincidence an improbable explanation. Some 
cases show no response! for example, fulminating hemorrhagic encephalitis 
(brain purpura) which may kill within a few hours, and necrotic myelitis. In 
such instances the lesion is apparently so intense that it may be irreversible 
from the start. Furthermore, while it could reasonably be anticipated that 
cortisone might suppress or diminish the exudative-inflammatory reaction 
which characterizes the early phase of these illnesses, there is no reason to 
expect any favourable effect on the slow or partial repair of lesions involving 
established demyelination. I am one of those who consider it probable that 
the effect of cortisone is in fact what might be anticipated on these theore- 
tical grounds. 

Diagnosis must be incontrovertible before undertaking such treatment, 
but this is more easily achieved in encephalomyelitic illnesses clearly 
associated with the acute specific fevers than when these occur in the absence 
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of such an obvious etiological factor, when syphilis, tuberculosis, and 
poliomyelitis are among the confusing possibilities to be excluded. It must 
be remembered also that once there is any evidence whatever of spontaneous 
improvement in these cases this will almost certainly continue. When the 
diagnosis is clear, and when there is either persisting deterioration or no 
evidence whatever of beginning improvement, what appears to be a distinct 
response to the drug will be observed in at least two-thirds of the cases. 
Sometimes this is dramatic, occurring within a few hours of beginning 
treatment—a rapid clearing of consciousness in encephalitis or improvement 
of power and restoration of bladder control in myelitis. By their very 
nature such observations are uncontrolled, but at the very least arrest and 
reversal of deterioration are common enough to be highly suggestive. 
Dosage should be generous, with an average initial amount of 300 mg. 
daily, gradually reduced over the course of about seven to ten days depend- 
ing upon carefully recorded progress. No complications have been encount- 
ered in over thirty such cases of encephalitis, myelitis, and polyradiculitis 
personally treated. 


MUMPS AND SCARLET FEVER 

Encephalitic, myclitic and polyradicular complications in every way 
clinically similar to those just described occur also in association with 
mumps and scarlet fever. Pathological evidence is adequate, in the case of 
mumps at any rate, to establish the apparently identical nature of the 
lesions. In both diseases, however, these encephalomyelitic syndromes are 
overshadowed in frequency by other neurological complications of quite 
different kinds. 

The virus of mumps is potentially neurotropic, and the short-lived 
invariably benign lymphocytic meningitis which begins within a few days of 
the parotitis, and which is the classical neurological complication of the 
epidemic disease, is usually attributed to virus invasion of the meninges. 
The fact that such a meningeal reaction is by no means an invariable feature 
of the less common but more serious encephalomyelitic complications of 
mumps suggests a qualitative pathological difference between the two 
orders of complication. Mumps encephalitis appears to have a mortality 
rate of about one in five. 

Neurological complications of scarlet fever are frequent, but many of them 
should really be regarded as sequela of complications of the disease. 
Examples are convulsions, hypertensive encephalopathy, and strokes 
complicating nephritis; septic meningitis; and cerebral thrombophlebitis. 
Otitic hydrocephalus—a benign cerebral illness characterized by high 
papillaedema with disproportionately mild hydrocephalic symptoms—is still 
a subject of controversy, but there is considerable evidence that its common- 
est cause is a spreading indolent thrombophlebitis which impairs the 
absorption of cerebrospinal fluid by mural involvement of the sagittal 
sinus. Otogenic cerebral abscess is excluded in such cases chiefly by the 











/ 
} 
/ 





336 THE PRACTITIONER 


finding of a normal spinal fluid, and also by the absence of acute focal 
electroencephalographic changes: the condition is benign and usually 
responds to repeated lumbar puncture. 

In some ways the most mysterious, as it is the commonest, neurological 
complication of scarlet fever is a benign lymphocytic meningitis, beginning 
five to seven days after the onset of the illness, quite unrelated to its severity, 
and invariably recovering within a matter of days. Whatever may finally 
prove to be the case in mumps, there is no reason to incriminate a virus in 
this instance, and such studies have proved repeatedly negative. It should be 
borne in mind that a lymphocytic effusion is a non-specific reaction of the 
meninges as of other serous membranes, and does not invariably bespeak 
virus invasion. 

There are only 22 cases of scarlet fever encephalitis on record: they are 
clinically indistinguishable from the similar syndromes which complicate 
the other exanthemata, but the fact that 19 patients survived suggests the 
possibility of a fatality rate more in keeping with that of varicella. 


PERTUSSIS 
Whatever their etiology or pathogenesis, the neurological complications of 
pertussis are entirely distinct both clinically and pathologically from all 
those already described. 

These complications are entirely cerebral, neither myelitis nor poly- 
radiculitis having ever been authentically described. They affect predomi- 
nantly the younger victims of the disease, with a maximal incidence during 
the first year of life: a feature which at once distinguishes them from 
perivenous encephalomyelitis, with its predilection for the older victims of 
the exanthemata previously discussed. Three-quarters of all cases occur 
between the second and fourth weeks of the illness, but occasional cases are 
seen in the early catarrhal phase before the onset of paroxysms of coughing. 
The illness is remarkably stereotyped in form, with generalized convulsions 
and hours or days of deep coma as almost invariable features. Motor signs 
are most often bilaterally symmetrical, with extensor plantar responses, but 
hemiplegia and aphasia occur. The spinal fluid is normal. The mortality is 
high, especially under the age of two. Some cases manifest decerebrate 
rigidity, due to virtual decortication. One case in three is fatal, whilst one in 
three is left with serious sequel:e such as mental retardation, epilepsy, or 
hemiplegia. 

Histopathological changes in fatal cases are often quite inconspicuous. 
Demyelinating encephalitis is lacking, whilst massive hemorrhage and air 
embolism are similarly discounted as pathogenetic hypotheses. The com- 
monest finding is neuronal degeneration maximal in the hippocampus and 
cerebellum, and possibly anoxic in origin. The striking similarity of the 
clinical syndrome to that which occasionally complicates pertussis vaccina- 
tion is immediately evident, but does not assist in defining the possible roles 
of direct toxicity or sensitization, 











THE VALUE OF LOCAL 
HYDROCORTISONE IN THE 
TREATMENT OF SKIN DISEASES 


By THE STAFF OF ST, JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 
AND THE INSTITUTE OF DERMATOLOGY, LONDON 


HyDROCORTISONE (compound F) has been widely used in the United States 
of America as a local application, and most reports indicate its usefulness 
in various kinds of eczema (Sulzberger and Witten, 1952, 1954; Robinson 
and Robinson, 1954). Reports in this country have been based upon rather 
small groups of cases and there have been some differences of opinion 
expressed as to the usefuiness of locally applied hydrocortisone (Church, 
1955; Morgan, 1955; Russell et al., 1955). The present report concerns a 
large series of cases observed over a long period, and indicates which skin 
conditions are most helped. When hydrocortisone has been applied to the 
skin surface even in large quantities, no evidence of absorption has been 
forthcoming (Smith, 1953); but in the case of fluorohydrocortisone lotion, 
recent work (Livingood et al., 1955) suggests that some retention of sodium 
and fluid may be shown. 


SCOPE OF INVESTIGATION 

The patients treated in this survey have been under the care of several 
different physicians at St. John’s Hospital for Diseases of the Skin, and 
data on over 700 cases have been pooled. Only those cases which were 
thought likely to respond to topical hydrocortisone were included in these 
trials, so that the cases are strongly biased in favour of a positive response. 
Most of these patients had eczema of one kind or another. No attempt was 
made to use locally applied hydrocortisone in patients in whom the disease 
was extensive, and trials were confined to patients with quite small areas of 
eczema. 

During the early months of these trials comparisons were attempted 
between similar lesions on opposite sides of the body: the hydrocortisone 
preparation applied to one side and the unmedicated base to the other. As 
whatever happens in the skin on one side is usually reflected by similar 
changes in the other this technique has been abandoned as unhelpful. More 
information has been gained by following the progress of patients over 
several months during which the hydrocortisone has been alternated with 
unmedicated base or with other local applications. Alternatively, if lesions 
have cleared, frequency of relapse has been followed. In addition 
some appraisal has been made of hydrocortisone ointments of different 
strengths. 
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The average period of observation for this group of patients was three 
months, but this average is reduced by a few short-term cases, and many 
patients were followed for longer (up to one year). 

Hydrocortisone acetate in strengths of 2.5, 1, 0.5, and 0.25 per 
cent. has been used in a base of soft and liquid paraffins and lanolin. 
Hydrocortisone as the free alcohol has been used in a vanishing cream base 
in a strength of 2.5 per cent. and of 1 per cent. Hydrocortisone acetate 
(1 per cent.) has been used suspended in a milky lotion. Outpatients apply 
these ointments or lotions by gently rubbing in a small amount with the 
finger for about a minute twice daily. 








, j ] 
Diagnosis Cleared Poh help | Worse | Total 
Atopic eczema 6 65 27 2 100 
Lichen simplex chronicus 4 4! 30 2 77 
Discoid eczema 4 so | 22 3 86 
Ano-genital pruritus (males) 15 33 q ° 55 
Ano-genital pruritus (females) 4 26 i9 2 51 
Specific allergic contact dermatitis 3 19 3 ° 25 
Eczematous dermatitis of limited extent 
(unclassified) 3 39 12 2 56 
Seborrheic eczema of limited extent 4 42 | 8 2 56 
Eczema of fingers and hands ° 47 47 6 100 
Eczema of pinna including otitis externa 7 32 II 3 53 
Angular stomatitis ° 9 6 ° 15 
Exfoliative cheilitis I 5 2 ° 8 
Psoriasis of palms ° I en See 8 
Psoriasis of genital region 3 14 4 ° 18 
54 430 | 203 | as 708 











Tasie I.—Summary of results obtained with hydrocortisone in 708 patients with dermato- 
logical lesions. 


Results were classified as follows :— 

Cleared.—By this is meant that symptoms and signs disappeared com- 
pletely and did not return when treatment was discontinued for approxi- 
mately one month. 

Improved.—By this is meant relief of itching and reduction of inflam- 
mation or complete suppression of physical signs. There was relapse on 
stopping treatment. In many of these cases hydrocortisone was helpful for 
a week or two, and often other therapy was needed. 

‘No help’.—By this is meant that symptoms and signs were unaltered. 

‘Made worse’.—This indicates that there was irritation and increase, of 
inflammation or of surface infection. 


RESULTS 
Atopic eczema.—The 100 patients with atopic eczema were of all ages, but 
most were adolescents and only five were infants. They were treated for 
prurigo of the face and neck or lichenified prurigo of the flexures at the 
wrists, elbows or knees, and occasionally for genital lesions. Complete 
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clearing without relapse on stopping hydrocortisone was uncommon (6 per, 
cent.). A large number (65 per cent.) obtained some symptomatic relief 
which may have been more than could have been obtained with other 
therapy. Many patients found the hydrocortisone preparations more effec- 
tive and more pleasant to use on certain parts of the body (face, neck, 
genitalia). 

Lichen simplex chronicus.—Of 77 adults with lichen simplex chronicus, 
53 were women and 35 had the common lichenified patch at the nape of the 
neck. A little over half of these patients obtained some relief of itching with 
hydrocortisone, although there might be little or no change in the appear- 
ance. Having made some progress with hydrocortisone it was found that 
more might be gained by turning to tar paste or superficial x-ray therapy. 
Complete disappearance of the lesion was unusual (four out of 77 cases). 

Ano-genital pruritus.—The 106 patients treated for ano-genital pruritus 
were about equally divided between the two sexes, and it was noticed that 
the response in males was better than that in females. Of 55 males, 15 were 
cleared completely and 33 had relief of itching so long as the hydrocortisone 
was used. Most of these patients had pruritus ani with peri-anal intertrigo, 
eczema or lichenification only, and the genitalia were involved in relatively 
few. In the female cases results were less satisfactory in that 21 out of 51 
cases were not helped. The pruritus and secondary changes in women 
tended to be more widespread, involving the vulva and peri-vulval region 
as well as the peri-anal region. 

Specific contact dermatitis—Twenty-five patients with specific contact 
dermatitis were found, on patch-testing, to be sensitive to:— 


Nickel (14) Eosin of lipstick (1) Streptomycin (1) 
Nail varnish (3) Face cream (1) Chrysanthemum (1) 
Paraphenylene diamine (2) Rubber (1) Teak (1) 


In most of these patients the dermatitis had been present for many months 
or years, and removal from the material to which they were sensitive did 
not result in immediate subsidence of the dermatitis. Residual patches of 
eczematous dermatitis were usually suppressed by the hydrocortisone (22 out 
of 25 cases). In the more acute, short-exposure episodes, as with hair dye, 
the influence of hydrocortisone was more difficult to assess, owing to 
spontaneous recovery. 

Discoid eczema.—These patients showed one or a few discoid plaques of 
exudative eczema, for the most part on the extremities, the condition being 
chronic and relapsing and presumably consitutional in nature. Because of 
the difficulty in classifying these cases, some of the patients in this group— 
for instance, some of those with lesions confined to the backs of the hands 
—may have owed their eczema in part to non-specific external irritants. 
Complete disappearance was unusual (four out of 86 patients treated) but 
improvement was noted in 57 of them. In many of these patients it is 
remarkable to what extent hydrocortisone may suppress lesions while 
obviously not curing the condition. Relapse occurred regularly on with- 
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drawal. Patients with widespread discoid eczema were not included in this 
series. 

Eczematous dermatitis of limited extent—Patchy eczemas of limited 
extent, not attributable to contact irritants, form a large but heterogeneous 
group of 56 cases. Of these, 30 had erythema and scaling of the face and 
eyelids or of the face and neck. Suppression of the eczema occurred in 39, 
but complete clearing attributable to the hydrocortisone was apparent in 
only three cases. 

Seborrheic eczema of limited extent.—Of the 56 patients with seborrheeic 
eczema, the majority (48 cases) had lesions limited to the neck, face, or 
ears, the remainder of the group having seborrheic intertrigo of limited 
extent. The response was favourable in 46 of these cases. In the two cases 
which became worse during hydrocortisone applications it was judged that 
there had been an exacerbation of surface infection. 

Eczema of the fingers and hands.—The 100 cases of eczema of the fingers 
and hands included recurrent vesicular eczema, eczema from non-specific 
irritants, and scaly dermatitis of the palms. Less than half of these. patients 
were helped by local applications of hydrocortisone and in 6 per cent. of 
patients the eczema was made worse. Owing to the relapsing nature of these 
conditions no claim is made for cure, but a few patients received much help 
from the hydrocortisone at certain stages of the eczema. In general, response 
in this group of cases has been rather unpredictable. 

Eczema of the pinna.—Fifty-three cases of eczema of the pinna, including 
cases of pruritic scaly eczema of the external auditory meatus, have been 
treated with hydrocortisone preparations. In seven cases there was complete 
clearing with no relapse on cessation of treatment and in 32 cases there was 
subjective relief and the eczema was improved or suppressed. 

Angular stomatitis.—In nine out of 15 cases treated the hydrocortisone 
reduced symptoms and partially suppressed the eczema at the corners of 
the mouth. Complete resolution did not take place and in six cases the 
hydrocortisone was not helpful. 

Exfoliative cheilitis—This is an uncommon condition, but an important 
one on account of its great resistance to treatment. Substantial relief in five 
cases and complete clearing in one case out of a total of eight, suggest that 
hydrocortisone ointment is the treatment of choice. 

Psoriasis.—Local applications of hydrocortisone have no effect at all on 
ordinary psoriasis, and palmar psoriasis is no exception. On the genitalia, 
however, where psoriasis is inclined to be moist and pruritic, considerable 
improvement was seen in 14 out of 18 cases. Complete clearing of psoriasis 
from the penis was observed in three cases. 


DISCUSSION * 
The data presented in the table are not precise in that the behaviour of 
eczema is not easily predictable and changes are not measurable. Even the 
diagnostic grouping of case material is difficult when it comes to separating 
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one kind of eczema from another. Our experience with hydrocortisone, 
however, is enough to provide some general appreciation of its usefulness. 

In many eczematous conditions locally applied hydrocortisone has proved 
helpful provided its use has been reserved for cases with a limited extent 
of the disease. It is not appropriate to widespread eczema and it is of no 
value in many other dermatoses such as lichen planus and psoriasis vulgaris. 
Particularly good results are seen in eczema of certain regions of the body 
such as the eyelids, ears, face and genitalia. As these are regions where 
most local applications are poorly tolerated, the relief given by hydro- 
cortisone is much appreciated by patients. 

Which vehicle should be used depends upon the state of the eczema at 
the time, although it is remarkable how well the greasy base is tolerated. 

In nearly all cases treated, 1 per cent. hydrocortisone has been adequate 
and it appears to be seldom necessary to use 2.5 per cent. In many instances 
0.5 per cent. hydrocortisone ointment has been used successfully. For 
instance, certain cases of chronic pruritus ani can be maintained symptom 
free by a small daily application of 0.5 per cent. hydrocortisone ointment. 

In about 3 per cent. of cases hydrocortisone appeared to make eczematous 
lesions worse. Sometimes changing to another ointment base was helpful. 
Patch testing never showed hypersensitivity to hydrocortisone, but occa- 
sionally intolerance to all available hydrocortisone products has been shown. 
Its complete failure in certain cases which might be expected to respond is 
unexplained. In a few cases worsening has been due to increased infection, 
as with Staphylococcus aureus infection in seborrheic eczema. On the other 
hand, there seems to be little or no evidence that hydrocortisone ointment 
positively favours superficial infections. 

In common with cortisone, hydrocortisone and corticotrophin used 
systemically for certain inflammatory diseases, hydrocortisone applied 
locally suppresses inflammation and relieves symptoms without altering the 
underlying disease process. It cannot, for instance, be expected to protect 
the skin against irritants and is in no sense a ‘barrier cream’. Its value in 
dermatology is great, but its limitations should be appreciated and it would 
be a pity if valuable supplies were to be wasted on widespread eczema or 
on such conditions as psoriasis or generalized pruritus which do not respond. 
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THE PROBLEM OF THE STAMMERER 


By R. MACDONALD LADELL, M.B., Ch.B. 





Formerly Medical Officer, Ministry of Pensions Neurological Clinic, Birmingham + 


For practical purposes stammering is best regarded as a symptom of anxiety. 
If the morbid anxiety can be dealt with, the road is clear for improvement. 
Even the most distressing stammerer can speak quite smoothly when alone, 
or when addressing a cat or dog, and usually this immunity extends to speak- 
ing to a young child. This shows that it is criticism which he fears, and that his 
disability is functional and not due to organic defect. His ability to speak 
depends upon the emotional atmosphere, although in some cases there may 
be an inheritable vulnerability of the speech complex to stress. 


CAUSATION 
Stammering begins as a mark of conflict in an insecure personality, and it 
can become incorporated into the personality as a form of shelter, just in the 
same way as all neurotic symptoms can come to have value. The primary 
conflict is the impulse to speak blocked by fear of being wrong. 

The eager sensitive child in whom the faculty of speech is a recent develop- 
ment can receive a lasting injury to his self-confidence when he comes 
running in eager to share some experience and is received by his elders 
coldly and critically by being switched off the content of speech and asked 
to pay attention to the manner of delivery. The sort of thing I mean is:— 

‘O Mummy, it was so insiting, I-——’ 

‘I suppose you mean exciting, and do learn to stand still when you speak’. 

Is it surprising that hesitancy in speech occurs henceforth, and more damage 
is done when mother says to father, ‘Have you noticed what a horrid 
stammer John is getting’ and father says ‘We must do something about it’? 

Once the stammer has occurred and the subject has been made conscious 
of it as something which arouses disgust and horror the vicious circle of 
Fear ='Tension = Stammer=Fear is well established. The thought, ‘I am 
about to speak’, makes the stammerer brace himself as for a high jump. 
His tensions affect his muscles, preventing coordination and natural breath- 
ing and the disproportionate energy he has concentrated overflows into the 
whole locomotor system. He tries to produce words while inhaling, and 
struggles the more. The remedy is to relax while in the act of speaking but 
his tension-producing fears prevent this. Learning relaxation is an important 
part of speech therapy, but it can only be of limited value unless the ever- 
present anxiety is efficiently dealt with. 

A bullying brother, unsympathetic schoolmaster, an authoritarian father, 
an over-critical mother, possessive and perfectionist, are apt to figure in 
the domestic environment and so to confirm a habit of speech which seems 
to say: “Don’t hurt me’. It is not surprising that the stammer also marks 
a fear of saying too much. There is a strong aggressive urge which has been 
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repressed at the bidding of the super-ego, and through fear of consequences. 

A remarkable release of tensions is obtained when the subject is en- 
couraged by the therapist to speak in uninhibited terms of the parent whose 
over-anxiety has bedevilled his upbringing. As long as it is repressed, the 
wish to violent self-assertion can continue to create conflict and tensions, 
and the aggressive urge can be turned against the self so that self-frustration 
through the stammer becomes an established pattern of living. 

The value of the stammer is plainly shown when a hitherto sheltered 
youngster goes into the wider world of school and being made to feel his 
insignificance he unconsciously develops or clings to a tendency to stammer 
as a protection from the demands life imposes. It is in accordance with what 
we know about the formation of neurotic symptoms generally, that the 
stammer should have value in terms of the unconscious which represents 
childish wish-fulfilment. It becomes a crutch which helps him through life 
and which he cannot relinquish until he has learned to accept reality without 
compromise. 

The stammer is a social handicap and can make him the object of pity or 
derision, but human nature is such that the individual would rather be 
remarked for some disability than not be noticed at all, and this attitude 
can become a substitute satisfaction for real achievement. The stammer 
forms a protection from responsibilities both at school and in the world of 
social life, and it enables its possessor to indulge fantasies of the ‘if only’ 
type:—‘If only it were not for my stammer I could do such wonderful 
things . . .’, The tragedy is that this is so often true. The stammer often 
masks an intelligent and capable personality beyond the average, if only the 
individual can be freed. 

TREATMENT 

Listeners can help by treating the victim with patience and respect, waiting 
for him to use his own words and not rushing to ‘take the words out of his 
mouth’ even when he seems to be hopelessly choked by them. The 
stammerer himself must be encouraged to try and express his thoughts in 
spite of his disability, and not to make it an excuse for remaining in the 
background. The speech therapist has an important role in giving him 
opportunity and courage, but the psychotherapist is needed to deal with the 
tangled unconscious factors. 

As with all neuroses the best ‘treatment’ is prevention and parents must 
beware of turning a passing phase into a lifelong habit by subjecting the 
child to the withering blast of their own anxiety. In this prophylaxis the 
family doctor has an important part to play in teaching parents how to deal 
with a sensitive over-anxious child and explaining that a tendency to stam- 
mer is not something for the expert to eradicate like a diseased tonsil, but is a 
reaction to an environment which lacks an atmosphere of security. The 
parents should cultivate a distinct and unhurried form of speech while always 
taking it for granted that the child will outgrow his difficulties provided 
the searchlight of criticism is not used to show them up more plainly. 
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SULPHONAMIDES AND ANTIBIOTICS 
IN GENERAL PRACTICE: 


A STUDY OF THEIR USE AND ABUSE 


By EDWARD D. FOX, M.B., B.S. 
Faversham, Kent 


Tuis article is an attempt to assess the degree of use of sulphonamides and 
antibiotics in general practice. These drugs are used freely and often 
indiscriminately for a wide variety of conditions, many of which underwent 
spontaneous resolution in the days before this powerful chemotherapeutic 
and antibiotic armamentarium was available. Necessarily, such a study 
must be preceded by a study of morbidity which involves recording atten- 
dances by, and visits to, patients as well as the actual illnesses themselves. 

The study has been made in a practice in a semi-industrial town of 12,000 
inhabitants, in which about 5 to 10 per cent. of the doctor’s work is in 
rural areas. It cannot be stressed too strongly that this is an individual 
study involving statistically insignificant numbers and that the results of 
the use of the various drugs are obviously a personal reflection of the 
author’s prescribing habits. It is hoped, however, that it may serve to 
stimulate more valuable work in this important field. A similar study has 
recently been made by Fry (1956). 

The survey covers 770 patients in the year February 1, 1954, to January 
31, 1955, of whom 321 (41.7 per cent.) received sulphonamides or antibiotics. 


METHOD OF RECORDING MORBIDITY 
If all consultations (attendances at surgery) and visits for a given condition 
are recorded this gives an index of the relative frequency with which doctors 
are consulted for given conditions. This, however, as Horder and Horder 
(1954) have pointed out, gives a false index of morbidity. The true index of 
morbidity is measured by recording only the first consultation and/or visit 
for a given condition. An example will clarify this:— 
A patient with tonsillitis may attend surgery twice and be visited four times at 
home; this can be recorded thus :— 
False index of morbidity A (attendances) 2 
V (visits) 4 
True index of morbidity A I 
I 
In this study both indices of morbidity were recorded as a matter of interest 
but, in my opinion, only the true index is of real value. Logan (1953, 1954), 
in a comprehensive study of morbidity in eight different general practices, 
primarily records the false index of morbidity but supplies the corrective 
by also recording the total number of patients attending. 
March 1957. Vol. 178 (344) 
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MORBIDITY INDICES IN THE GROUPS STUDIED 

In the 449 patients who did not receive sulphonamides or antibiotics 

(group A) the figures were as follows: — 


False Index A = 1574 (male 771; female 803) 
Vm 288( ,, 1236: ,, 266) 
True Index A = 561 ( ,, 298; ,, 263) 
V= 151 ( » 523 » 99) 


From the true figures the following can be calculated :— 
(i) Average number of attendances per patient = 1.24 (561/449) 





(ii) Average number of visits per patient = 0.33 (151/449) 











Age-group Male Female Total 
oO 5 years 52 45 97 
oO » 39 24 63 
10-19, 15 20 35 
20-29 1» 14 II 25 
30-39, 17 14 31 
40-49, 11 9 20 
5°-59 » II II 22 
60-69 __Cs=»,; II 5 16 
7Oo+ » 6 6 12 

Total 321 








Taste I.—Use of sulphonamides and antibiotics by age- 
groups. The figures relate to the numbers of patients. 


In the 321 patients in whom the drugs were used (group B) the results 
were as follows :— 


False Index A = 998 (male 540; female 458) 
Vv 


= 409( , 383 5 16 
True Index A-= 3098 ( ,, 2833 » | 225) 
V = 208 ( ” IIs; ” 93) 


From this it can be calculated that the average number of attendances 
per patient was 1.23 (398/321), whilst the average number of visits per 
patient was 0.64 (208/321). These figures emphasize the fact that, generally 


























Drug ~ P| oc |l(USmt | Au] Ee Totals 
Female | 493 58 34 2 3 1 | 211 times used 
Male 120 99 40 2 3 4 ea a 
Totals 233 157 74 4 6 5 | 479 
TaBLe II.—Individual analysis of the use of sulphonamides and antibiotics in 321 patients. 
3 = sulphonamides St = streptomycin 
P = penicillin Au = chlortetracycline 
C = chloramphenicol E erythromycin 


The 321 patients consisted of 145 females and 176 males. The rate of use of the drugs in 
the male is thus 1.52 (268/176) and in the female 1.45 (211/145) times per patient. 


speaking, patients of group B were iller than those of group A, and it is 
seen that the visiting rate of 0.64 visit per patient is double that in the 
other group. The attendance rate is seen to be the same in both groups 
A and B and this is accounted for by the fact that convalescent patients 
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can attend surgery after the acute phase of the illness. 

As the survey covers the period from February 1954 to February 1955, 
and the newer antibiotics, such as chlortetracycline, oxytetracycline, tetra-. 
cycline and erythromycin, were only released for use by general practitioners 
in November 1954, this fact naturally influences the histogram pattern as 
seen in fig. I. 
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Fic. 1.—Histogram showing’ the proportionate use of the 
sulphonamide and antibiotic drugs. Figures in the col- 
umns express tne percentage use related to the 479 times 
the drugs were used all together. 














S = Sulphonamide. P = Penicillin. 
C = Chloramphenicol. St = Streptomycin. 
Au = Chlortetracycline. E = Erythromycin. 


AGE-GROUPS 

Reference to fig. 2 will show that the drugs were used largely in the age- 
groups © to 5 years and 6 to g years. Out of a total of 321 cases, 160 lie in 
these two groups, giving a value of 50 per cent. of total use for children 
under ten years of age. Table I shows that the drugs were used in only 12 
patients over 70 years of age. There is no doubt that in a larger survey this 
age-group, as every general practitioner knows, would contain far more 
patients and the use of the drugs would thus be proportionately greater. 
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DRUGS USED 
The drugs were prescribed a total of 479 times (table II) and the histogram 
(fig. 1) shows diagrammatically the proportionate use of each individual drug 
with the actual percentage use in brackets in the columns. 


DISEASE INCIDENCE 


Table III shows the striking incidence of respiratory diseases as classified 
here (45.8 per cent.). Although the classification in this group is slightly 
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Fic. 2.—Histogram showing the use by age-groups of the 
sulphonamide and antibiotic drugs. Total number of 
patients surveyed=321. 
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different from that adopted by Horder and Horder (1954), Logan (1953, 
1954), McGregor (1950) and Fry (1952), my findings confirm theirs: that 
the most frequent causes of ill health in all ree were respiratory 
and upper respiratory tract infections. 

The individual analysis of the use of the ions and fig. 1 show that in 
this survey sulphonamides were used more than penicillin which in turn 
was used more than chloramphenicol. Streptomycin, chlortetracycline and 
erythromycin were scarcely used and I do not feel that the percentage use 
would have been much higher had the latter two drugs been available for 
the whole year of the survey. The use of streptomycin in general practice 
appears to be confined almost exclusively to tuberculosis, renal infections, 
occasional bowel infections such as appendix abscess, and cholecystitis, 
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Diseases Male Female No. of cases Total 
Respiratory diseases 
Coryza I 3 + ) 
Sore throat I 4 & 
Tonsillitis (inc. quinsy) 40 25 65 
Laryngitis 5 5 
Bronchitis 50 39 89 207 
Pleurisy 5 3 8 4 (45.8%) 
Pneumonia (all forms) 6 6 12 | 
Bronchiectasis I I 
Influenza 7 9 16 } 
Sinusitis - 2 a oe 
Inflammations 
Boils, abscesses, carbuncles 17 12 29 } 
Septic spots 3 3 6 \ | 44 
Cellulitis 4 4 8 { (9.7%) 
Mastitis I I ) | 
Vascular diseases 
Venous thrombosis I I I 
Ear diseases { 
Otitis externa 2 2 ie at 
Otitis media 8 7 15 ; 0 
Otorrhcea 5 2 7 | &S-7'%) 
Skin diseases 
Herpes zoster I I 1 
Eczema (infected) 5 I 6 14 
Impetigo 2 3 5 > | (3.1%) 
Moniliasis I I | | 3-1 
Undiagnosed rash I I 
Eye diseases 
Conjunctivitis (+ styes) 15 II 26 ) 
Blepharitis 3 I 4 ‘| 33 
Uveitis I I j (7.3%) 
Foreign body 2 2 
Infectious diseases 
Measles I I > 
Pertussis 18 19 37 | 59 
Varicella 2 2 r i (13%) 
Mumps S II 19 
Gastro-intestinal diseases 
Gastroenteritis ) 
D. & V. 9 , a <4 
Gastric chill | | 28 
Stomatitis 3 3 6 Fi (6.2%) 
Appendicitis I I | 
Teething 3 4 7 
Renal diseases 
Cystitis 6 6 9 
Pyelitis I 2 3 } | (2%) 
Lymphatic diseases : me esc. 
Enlarged cervical glands I 3 4 4 (0.8%) 
P.U.O. 14 5 19 | 19 (4.2%) 
Injuries ee aE Sa Fe 
Cuts 3 — 3; VV ! 
Burns 2 — 2 > 7 
Bites I I 2 (1.5%) 








TasLe III.—Disease incidence in 321 





patients receiving sulphonamides or penicillin. 
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The results confirm the view that in the prescribing of the drugs under 
survey the order of use should as a rule be sulphonamide first, followed by 
penicillin and chloramphenicol and only then by the more powerful drugs. 
Naturally, the proviso must be made that when an organism causing a 
disease is known to be insensitive to a particular drug then that drug is 








Total | No. of 
Disease Ss P ¢ St Au E times | cases of 
used | disease 
Tonsillitis + sore 
throat 40 25 3 3 71 7° 
(18) 
Bronchitis 74 14 10 I I 100 89 
(8) 
Pleurisy 8 8 8 
Pneumonia 3 11 I 1 16 12 
(2) 
Influenza 14 2 I 17 16 
(1) 
Boils and abscesses 6 29 I I I 38 35 
(7) 
Cellulitis 2 9 I 12 
Otitis media 3 12 4 19 15 
Otitis externa I 2 2 5 4 
Otorrhcea 2 I 6 9 7 
Conjunctivitis 6 23 2 I 32 30 
Impetigo 5 5 5 
Pertussis 2 I 34 37 37 
Mumps 18 1 19 19 
Gastrointestinal 
upsets 14 - 14 14 
Stomatitis 2 4 I 7 6 
(1) 
Teething 7 ate - - 
Cystitis and pyelitis 8 I I 10 9 
P.U.O. 16 6 I — 23 19 
(5) 








Tasie IV.—Analysis of the use of sulphonamides and antibiotics for the principal diseases 


encountered. ‘The less important diseases have been omitted from this table. 


S = sulphonamide Au chlortetrarycline 
P = penicillin E erythromycin 
C = chloramphenicol 


The figures in brackets in the penicillin column refer to the number of times oral penicillin 
was used. 


not exhibited and the first and least complicated antibiotic to which the 
organism is sensitive is used. For example, outside hospital, Staph. aureus 
is known in most cases to be sensitive to penicillin. Hence a carbuncle 
would be treated first and foremost with penicillin. 

There is a tendency in general practice to prescribe the group of drugs 
released in November 1954 (e.g. chlortetracycline, tetracycline, oxytetra- 
cycline) indiscriminately and in the ‘knock them out with something 
powerful at the start of the illness’ attitude. This is bad medicine, easy 
to do and will lead inevitably to the birth of even more resistant strains 


of microbes. 











350 THE PRACTITIONER 


DETERMINATION OF DRUG SENSITIVITY 
There is thus seen to be a strong case for determining bacterial sensitivity 
to these drugs before therapy of any kind is instituted. It is conceded that 
this is very much easier and more practical in hospital than in general prac- 
tice where in fact it is often impossible, but general practitioners must 
be aware of the potential dangers of large-scale prescribing of these expensive 
and powerful drugs even if the ‘blunderbuss treatment’ tempts and works. 


DISEASES IN WHICH EMPLOYED 
The drugs were used 100 times in 89 cases of bronchitis (table IV). Peni- 
cillin (14 times), chloramphenicol (10 times), chlortetracycline (once) and 











Group Male Female ‘Total times used | % use 
O- 5 years 14 6 20 7} 
a, ae 9 6 15 | 87 
10-19 sissy 4 4 8 J | 
20-29 _ ,, ~ } — 
30-39 I 2 3 } 
40-49 _ ,, —_ —_ — 
5°-59 ” I I 2 | 13 
60-69 _=sé=«, I _— I J 
704 oe - fe | 
Totals 30 19 49 100 











Taste V.—Use of oral penicillin by age-groups. 


erythromycin (once) were only employed when inadequate response to the 
sulphonamide existed. As streptococcal sore throats and tonsillitis usually 
respond better to penicillin than to the sulphonamides, the high utilization 
of the latter (40 times out of 71) is to be deprecated. 

The empirical use of sulphonamides, as in this survey, in cases of coryza, 
influenza, mumps, odd rashes, pyrexia of unknown origin and teething is 
to be deprecated. During the summer of 1955 I treated over 100 cases of 














Disease No. of times used Disease | No. of times used 
Coryza 2 Boils 7 
Tonsillitis 18 Undiagnosed rash I 
Bronchitis 8 Measles I 
Laryngitis I Stomatitis I 
Pneumonia 2 P.U.O. 5 
Influenza I | Injuries (burns) 2 








Tas.e VI.—Diseases for which oral penicillin was employed. An analysis of the 49 cases 
in which oral penicillin was used. 
4 


measles. In half of these sulphonamides were used prophylactically and in 
the other half a simple aspirin mixture. The only complication (bilateral 
otitis media) arose in a case receiving sulphonamides. It is still an open 
question whether these drugs should be used prophylactically or blindly 
in some diseases. A report by a study group of the College of General 
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Practitioners (1956) states that there is nothing to recommend the routine 
use of sulphonamides in measles, since this increases rather than reduces 
the total complications rate. 

From table IV it will be seen that 14 cases of gastro-intestinal upset 
(D and V, gastroenteritis, ‘gastric chills’) were successfully treated by 
sulphonamides alone and that there was no indication for their increasingly 
common use in combination with antibiotics. 

The highest use of chloramphenicol was for pertussis, which was justified 
by the clinical response obtained. This drug is used empirically, freely and 
wrongly for cases of otorrhoaa—many of which would settle if the basic 
pathology were investigated and treated simply. 


ORAL PENICILLIN 
Penicillin in all forms was used a total of 157 times. Oral penicillin was 
employed in 49 cases (30 males, 19 females). Thus 31 per cent. of all 
penicillin used was in the oral form. Of the oral penicillin, 87 per cent. 
was used in the o-g years age-group (table V) and this mostly for cases 
of tonsillitis and bronchitis (table V1). 

In 10 out of the 49 cases in which it was used the penicillin was in the 
form of a tablet in combination with another (non-antibiotic) drug (‘pen- 
benemid’). ‘Neolin’, ‘penidural’ and ‘eskacillin’ were used in the remaining 
cases. It is my experience that most cases of tonsillitis in young children 
can be effectively treated with oral penicillin. This has been well confirmed 
since penicillin V has been available in general practice. This preparation 
gives blood levels higher than any other oral penicillin. 


DISCUSSION 
It must be emphasized that before 1935 sulphonamides did not exist and 
before 1945 neither did penicillin (except for hospitals and the Services). 
The remaining antibiotics are all post-1945 developments. General prac- 
titioners must hold themselves in check and remember these facts when 
tempted to use ‘blunderbuss treatment’ for simple or indeterminate illnesses 
in order to ‘save time’. Their time would be better saved by taking swabs 
in order to determine the sensitivity of a particular organism, and public 
money would be saved by using the cheapest drug which works when the 
sensitivity has been discovered. 

We must never forget that people recovered from even serious illnesses 
before our wonderful armamentarium of modern drugs and the more 
modern antibiotics even existed. 

Finally, I should like to stress the fact that this is a statistically insignificant 
study which directly reflects the usual prescribing habits of one general 
practitioner. Such a study is always bound to be personal in this way, but 
it is hoped that it may stimulate others to make larger studies in this impor- 
tant field. General practice is a more fertile research ground than any 
other which exists in clinical medicine and the best researches often spring 
from the simplest ideas. 
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SUMMARY 
A study is presented in which morbidity in general practice is briefly 
analysed. 

The exhibition of sulphonamides and antibiotics is analysed in detail 
and variations of use with age, type of illness and method of administration 
have been recorded. 

In general it can be said that patients in whom these drugs are used are 
more ill than those in whom they are not employed. 

The study shows that sulphonamides and penicillin are the most fre- 
quently prescribed drugs for the commoner conditions. 

Respiratory and upper respiratory diseases accounted for 45.8 per cent. 
of all the illnesses seen. 

My sincere thanks are due to Drs. Douglas Wilson, J. Fry, Ian Munro, and 
R. J. F. H. Pinsent who gave me most helpful advice and constructive criticism 
when I first thought of this study. Without their stimulus this small study might 
have remained in its embryonic state. 

I have also to thank my wife for the tolerance, good judgment and incentive which 
she has provided all the time, but especially during the more arduous parts of this 
study. 
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PERIPATETIC RHEUMATIC HYDROARTHROSIS 


By G. B. KIRKLAND, M.R.C.S., L.R.C.P. 


Loughton, Essex 


WE all have our ‘interesting’ cases. To decide which is our ‘most interesting’ 
case is often difficult, but I have little doubt that the following case falls 
into this category so far as I am concerned. 


CASE RECORD 
The patient—call him George—first came to me four years ago with the equivocal 
remark ; ‘I’m about due for another of my attacks’. When asked of what, he replied : 
“That is just the trouble: nobody knows’. He proceeded to produce a diary and to 
read therefrom an impressive list of those who had treated him without success over 
a period of more than twenty years. 

A careful clinical examination at the time produced no evidence of abnormality 
in any system. Extensive x-rays of the joints showed no bone changes, and reports 
on the blood count, the erythrocyte sedimentation rate and the liver function were 
all normal. But the threatened ‘attack’ duly eventuated. 
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George went to lunch at midday. After the meal he experienced nausea and 
malaise and vomited. He drove home, a matter of twelve miles. I saw him at seven 
that night. He was clearly in considerable pain. The left knee joint was grossly 
swollen, markedly erythematous and obviously full of fluid. The pulse was 100 per 
minute and regular. The blood pressure was 160/70 mm. Hg, and the temperature 
was 98.4° F. (37° C.). He was pale, anxious and sweating profusely. Fluid was 
aspirated under considerable pressure from the knee. This was pale brown in colour 
with a specific gravity of 1.000. The laboratory report was: ‘Sterile. No traceable 
elements. Very scanty leucocytes’. 

He was put to bed and given large doses of codeine and salicylates. The following 
morning the knee was still very swollen but the erythema and pain had gone. George 
said he had had a bad night on account of the pain and felt exhausted. Twelve hours 
later the joint was normal. There were no edema and no signs that anything unusual 
had occurred. The following morning he returned to work. 

He said that he got similar attacks irregularly at about five or six weeks’ intervals 
in either a knee or an elbow. He remembered rare attacks in the ankles, but never in 
any other joint. This recurrent syndrome had persisted over twenty years despite 
every kind of treatment. 

DISCUSSION 
Here is a case of a wandering joint syndrome: swelling, massive effusion 
of sterile fluid, erythema, pain, nausea, vomiting and rapid subsidence 
without residual symptoms, unaccompanied by any systemic abnormality 
which we could trace. I have seen a few similar cases in the Tropics, and 
American medical journals have scanty references to allied conditions. 

I suggest that an appropriate diagnosis is ‘peripatetic rheumatic hydro- 
arthrosis’, and that it is an extremely rare disease. 

Since the first ‘attack’, which I saw, he has carried with him cortisone 
tablets and takes two immediately he feels the first sign of onset. So far, 
i.e. for four years, this treatment has been immediately successful and no 
‘attack’ has developed. George says that the premonitory signs are becoming 
progressively less frequent. To date he has not had any for four months. 
He has, however, just come out of hospital having had glandular fever, but 
I fail to see any connexion between this and his freedom from his ‘attacks’. 
How long his cortisone treatment will continue to be successful is a moot 
point. Is it wishful thinking to imagine that the condition may eventually 
clear up? , 


EVALUATION OF A NEW ANTI-TUSSIVE 


By CLIFFORD T. ROBERTS, M.D. 
Leeds 


DvrINnG last summer I investigated in infants and children the cough- 
suppressant qualities of a preparation of the citrate of the diethylamino- 
ethoxyethyl ester of «:«-diethylphenylacetic acid, known as ‘oxeladin’. 
This group of patients was selected since the ‘coughing child’ is a perennial 
problem and it would therefore be possible to conduct a survey during the 
summer months when more time would be available to follow-up the cases. 
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The preparation was presented in the form of a palatable linctus con- 
taining 10 mg. of ‘oxeladin’ in each teaspoonful (4 ml.). 


SCOPE OF INVESTIGATION 

‘The main criterion in the selection of cases was, of course, the desirability 
of suppressing the cough and therefore the clinical examination was first 
directed to excluding those patients who, because of an active infection in 
the chest, were in primary need of sulphonamide or antibiotic therapy. 
Cases with few physical signs in which nevertheless there was suspicion of 
a significant pulmonary lesion were referred to a chest clinic for further 
investigation. Attention was paid to the presence of any focus of infection 
outside the chest, especially the nasopharynx, and priority was given to 
mopping-up any such septic foci. The residuum consisted of a group to 
which an exact diagnostic label was difficult to attach but who had a cough 
as the common denominator with few physical signs on auscultation. 

The patients ranged in age from 1 year 5 months to 11} years, with a 
corresponding scale of dosage from 2 ml. thrice daily to 4 ml. twice daily. 
The individual dosage in two cases was varied by the child’s known tolerance 
of anti-tussive mixtures and it so happened that in both these cases it was 
considered advisable to give a larger dose than the normal weight and age 
ratio would indicate. 


RESULTS 
In all, 35 children were considered suitable and the results achieved could 
be roughly classified into four groups: (a) Successful—26 cases. (b) Slight 
improvement—+4 cases. (c) Failures— 4 cases. (d) Allergic reaction—1 case. 

(a) The most remarkable feature about the children in this group was the 
number who showed a dramatic improvement in only three to four days. 
Ten of the children became sign- and symptom-free within this period and 
only four patients in this category required a continuance of treatment 
beyond seven days. In at least two cases in this group the child acquired 
some intercurrent infection during treatment without any apparent diminu- 
tion in the effectiveness of the anti-tussive preparation. 

(b) The classification of slight improvement was reserved for those 
patients whose cough was diminished but still very troublesome and a 
definite domestic problem. Into this group went two children who slowly 
improved but whose eventual recovery was achieved by a National 
Formulary antispasmodic mixture. 

(c) Two of the four failures were established cases of pertussis who had 
earlier been treated with antibiotics followed by antispasmodics, e.g. 
atropine methonitrate drops, and who eventually had to be admitted to 
hospital because of bad home conditions and lack of facilities. 

(d) One case has been classified as having an allergic reaction. After two 
days’ treatment urticaria and vomiting occurred and the preparation was 
immediately withdrawn. The home conditions and gencral domestic hygiene 
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were, however, so bad in this case that it is impossible to be certain that it 
was not produced by other causes. 

Administration of the preparation was facilitated by its marked palata- 
bility, and the cooperation of the parents, was encouraged by the absence of 
any such side-effects as drowsiness, anorexia or constipation. 


CONCLUSION 
This short series of cases was sufficient to give grounds for believing that 
‘oxeladin’ will be a formidable recruit to the ranks of anti-tussive drugs. 


I am indebted to British Drug Houses Ltd. for making available a generous supply 
of ‘oxeladin’ in the form of ‘pectamol’ linctus, 


A MORNING IN A DOCTOR’S SURGERY 
By A PATIENT 


I AM always filled with a feeling of timidity when I enter a doctor’s waiting 
room. I know that when I enter the eyes of all those who have got to the 
waiting room before me are focused upon me. All those mouths seem to 
be saying ‘I wonder what’s wrong with him—he looks all right’, and I feel 
like answering back, ‘You can never judge a book by its cover’. 


FULL HOUSE 

It is a very busy morning for the doctor and every seat is occupied as I 
enter the waiting room. So I find a corner to stand in. Immediately I settle 
in, the other occupants of the room seem to lose interest in me, and they 
carry on with their various interests. Some are looking at old magazines 
they have taken from the table, others are gazing at the floor, and look as 
though they are deep in thought, whilst some are in earnest conversation 
with their immediate neighbours and from snatches of the talk I hear most 
are suffering from every complaint known to medical science. 

A small boy becomes tired of waiting and wants to use the waiting-room 
floor as a playground and is promptly grabbed by his mother and told to 
be quiet, for otherwise how did he think the doctor could listen in to 
people’s chests with his tubes. Suddenly the doctor calls out “Next please’. 
Instantly a murmur goes round like the noise made by a swarm of bees. 
‘Won’t be long now, he’s made a start’, they whisper to one another. 
I notice that at this point the patients look suspiciously at all around the 
room, and I know they are summing up as to whose turn it is next. 


THE KNOW-ALLS 
In the meantime I have occupied the seat left vacant by the first patient. 
I find myself wedged between two very stout ladies. Immediately they start 
talking across me. ‘Ain’t you so well ducks this morning?’, queries one lady. 
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‘Didn’t see you here last week’. Back comes the reply: ‘No dear, I didn’t 
feel well last week, so didn’t make the journey’. I pondered over this reply 
for it seemed strange to me that she should come to the surgery when she 
felt well. Then there was silence, and I could sense that they were lip- 
talking to one another, and guessed the conversation was only for female 
ears. I felt a little red under the collar and hid my face behind my news- 
paper. Then the conversation became normal again. ‘Did yer look in at 
the Telly last night—that programme about cancer of the lung and smoking. 
After the doctors had had their say I told my old man straight, if he didn’t 
give up smoking—he had had it. And do you know what he said? He would 
sooner have had it than give up his fags. These men want some under- 
standing don’t they?’ 

‘Next please’, called the doctor. A youngish woman got up. As soon as 
she had entered the consulting room my two companions started again. 
Nodding her head towards the doctor’s room one of them said: ‘She’s 
going to have her first baby’—goodness knows how she got this news— 
‘always talking about it’, she continued, ‘Wait until she i is like me, had ten 
nippers and reared the lot, she won’t be so fussy’. 


IF LOOKS COULD KILL 
The next call from the doctor started a rumpus, for two patients got up at 
the same time: an old man in his late sixties and a demure young lady. 
‘It’s my turn lady’, said the old boy—cunningly edging towards the doctor’s 
room. ‘It certainly isn’t’, said the young lady, “I was here long before you’ 
and she appealed to the other patients, but by this time the old chap was 
in the consulting room and the door had closed. He had won the day. But 
if looks could kill when he came out he would have dropped dead by the 
look the young lady gave him as she passed on her way to see the doctor. 

Two men opposite me were discussing which horse was going to win the 
2.30 that afternoon. I saw a coin pass with a request for a bob each way. 

In the corner of the room was a young girl with a woman whom I pre- 
sumed to be her mother. The girl was quietly crying and the mother was 
giving her some loud advice which I could distinctly hear. ‘You tell the 
doctor everything—hold nothing back’. This seemed to increase the girl’s 
tears. Anyway when the girl and her mother came out of the consulting 
room the girl was smiling and I presumed all was well. The doctor had 
brought laughter to a sorrowful heart. A voice across the room addressed 
all and sundry: ‘ Blimey, I hope he’s S going to get a move on’, meaning 
of course the doctor, ‘Got to get my old man’s dinner on, he’s home at one’. 
Her remarks were met with silence. 

My turn to see the doctor eventually came and after my consultation I 
passed from the waiting room just like a ship that passes in the night— 
thinking to myself that I had seen enough characters to make a full-length 
film at any cinema show, 














HYDROTHERAPY AT A NORTHERN 
SPA IN THE EIGHTEENTH 
AND NINETEENTH CENTURIES 


By O. B. APPLEYARD, M.D. 
Scarborough, Yorkshire 


‘Drink, my children; health consists in the pliability and moisture of the parts. 
Drink water by the pails-ful, it is a universal dissolvent; water liquefies all the salts. 
Is the course of the blood a little sluggish? ‘this grand principle sets it forward; 
too rapid? its career is checked’. (History of Gil Blas) 


ABoutT 1620, the russet-coloured water of a Scarborough spring aroused the 
curiosity of a Mrs. Farrow, a resident and a ‘discreet Gentlewoman’. She so 
far let her discretion be overcome by valour that she tasted some, and noted 
an acid taste. The gossips soon decided that a flavour so unpalatable must 
be associated with medicinal properties and, as hydrotherapy was then 
increasing in general popularity in England, Scarborough was qualified to 
become a fashionable spa. 


PRINCIPLES AND PREJUDICES 

This process took about 150 years and was greatly assisted by the literary 
expositions and wranglings of such medical gentlemen as had an axe to 
wield or to grind. One of the most obstreperous was Dr. Robert Wittie of 
York, a firm believer in the old humoral pathology and the efficacy of 
Scarborough Spa water. Dr. William Simpson, a younger townsfellow, not 
only preferred chemistry to alchemy, but on occasion the Harrogate Spa 
waters to those of Scarborough. 

This lack of discrimination provoked Wittie, in 1669, into an attempt to 
restore what he called ‘the Peace of the Faculty’ by addressing Simpson as 


‘a Fierce Chymical Pretender . . . an Upstart . . . stuf’t with Bombast . . . who, if 
[he] catch a Fever in earnest and manage it according to his present Opinion .. . 
he will become felo de se and forfeit his Goods and Chattels to the King’. 


Simpson in turn rebuked Wittie for his ‘Calumnies, Taunts, Scoffs and 
groundless Accusations’, and, “We will’, he said awfully, ‘examine his 
deposited Principles of this Mineral Spring’. The examination took up a 
good deal of Simpson’s ‘Hydrologie Chymica’ (1669) and resulted in the 
examinee being heavily ploughed, Simpson concluding infuriatingly that 
‘it is now time, after the unhinging of Dr. Wittie’s Principles, to make a 
serious scrutiny into the real Principles of this Spaw’. 

Dr. George Tunstall (‘Scarborough Spa Spagyrically Anatomised’, 1670) 
presumed to write as ‘a friend to both’ antagonists, with the result that they 
both attacked him, although he had troubles enough already. In 1661 he had 
been cut for the stone by ‘the famous fortunate Chyrurgeon Mr. Thomas 
Holiard of London’, and wished to analyse Scarborough Spa waters to 
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determine whether or not they encouraged the formation of urinary calculi. 
The specimens of water bottled for him contained so much sand that he 
suspected carelessness in the servant who collected them. Tunstall’s 
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Fic. 1.—Scarborough in 1799. 


conclusion that ‘the Nature of Scarborough Spaw waters is petrifying’— 
which might also be said of the temperature of Scarborough sea-water—was 
scorned by Simpson but drove Wittie to frenzy. Tunstall was no help when 
he told how, despite Wittie’s claims that Scarborough waters cured 
practically everything, when he called on Wittie in York ‘after Spaw time’, 
and asked him ‘how the waters did with him, he gave me no answer but that 
he was very ill’. Tunstall decided: ‘I became his enemy for telling him the 
truth’, and, rounding on Simpson, prescribed for him ‘some further 
experience in his laboratory and a little more time in his library’. 

Dr. Thomas Short went one better in his ‘History of Mineral Waters’ 
(1734), being illiberal enough to insert in the Index such entries as; 

‘Errors in Examining Mineral Waters, Dr. A’s, 

‘Errors and Prejudices in Examining Mineral Waters, Dr. B’s., 

‘Mistakes in Examining Mineral Waters, Dr. C’s., 

‘Scanty and Inconclusive Examination of Mineral Waters, Dr. D’s., etc., 


a catalogue whose intolerance suggests that Dr. Short’s liver might have 
benefited by a course of Spa waters. 

In contrast it seems quite an achievement for non-belligerents such as 
Shaw (1734), Linden (1748), Russell (1753), Alexander (1839) and Breary 
(1849) to have written and lectured on mineral waters and hydrotherapy 
without greatly offending anybody. 
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SEA-BATHING AND GAMING 

In addition to the novelty of using water for drinking, Scarborough offered 
the exciting new venture of sea-bathing, as practised by Royalty in the South 
of England, The number of visitors increased yearly, until by the end of the 
18th century Scarborough was described as ‘romantic . . . and exhibits all the 
refined amusements of polished life’. The population was then 8000 to gooo, 
and the amusements, refined and otherwise, were exhibited as hydrotherapy, 
with ‘raffling and gaming’, and ‘Balls every evening . . . a Pharo bank, a 
hazard table and fair chance’ in the Long Room. One susceptible visitor was 
almost overwhelmed by the Scarborough .Long Room, which he found ‘very 
superb . . . noble’, with its twelve chandeliers quite outshining the ‘Spaw 
Rooms’ which had ‘a very naked and scurvy appearance’. Presumably Pharo, 
hazard and fair chance were fairer to the banker than to the speculator. 

Following upon the visitors came a migrant from London, Dr. Robert 
Knox, Physician to the Middlesex Hospital (1769), who attended Scar- 
borough ‘during the Bathing Season’. It is not known what the indigenous 
medical practitioners ‘all of high character and reputation’ thought about 
this cattle-reiving, but the ‘New Scarborough Guide’ of 1797 said severely; 

‘It is unnecessary for them (i.e. Physicians) to write out every article of a prescrip- 


tion at full length as the Scarborough apothecaries are men of education and 
literature’. 


PEERS AND COMMONERS 
The industrial revolution was at this period producing a wealthy and 
vigorous middle-class; better roads, curiosity, the rulings of Fashion and, to 
a lesser extent, metabolic disorders brought these people, and the northern 
aristocracy, to Scarborough for the spa season. 

To encourage the faint-hearted, Dr. Peter Shaw (later Physician in 
Ordinary to George III, and not disinterested, as he practised and ‘read 
Chymical lectures’ in Scarborough) thoughtfully pointed out (1734):— 

‘. . . these waters [at Scarborough] formerly known to few, and healing chiefly 
the sick of inferior rank, are . . . introduced into Better Company and now cheer 
the Spirits and Brace the Nerves of Peers as well as commoners’. 

The spirits and nerves of the entire hierarchy of invalids should have been 
further fortified by Shaw’s quotation from Sir John Floyer:— 

‘Cold Bathing has this Good Alone, 

It makes old John to hug old Joan’. 

It is not clear whether the hugging was after the manner of King David 
and Abishag the Shunammite, or for a purpose more ambitious, but the 
couplet was excellent ‘box-office’. Likewise (the hangover being no respecter 
of rank) Shaw’s prescription of hydrotherapy as a prophylactic against 
‘Diseases of the Head . . . Hiccoughs, Burning Heats and Thirsts . . . 
common to High Living’. 

In 1737, Frances Sitwell sent a servant from Renishaw to Scarborough 
for a bottle of spa water ‘to dilute my blood, which is apt to be too thick’. 
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His contemporaries trustingly drank the water for ‘Debilities’—in which the 
blood would probably be too thin. 


‘INTERMITTENTS’ AND ‘REPLETION’ 

The next fifty years saw the steady commercialization of spa therapy. At 
Scarborough, the local guide-books and medical men became increasingly 
‘brochure-minded’, and there was soon no conceivable ailment which 
would not benefit from Scarborough sea- or spa-water. Our forebears were 
no less suggestible than ourselves (Dr. George Cheyne, a Bath physician 
who died there in 1743, wrote a book proving that hypochondriasis was the 
‘English Malady’; his other achievement was to weigh 32 stones [200 kg.]) 
and Scarborough and its invalids gained much benefit. Smollett knew 
Scarborough well, and made his irritable, middle-aged Matthew Bramble 
attend for constipation and gout. By 1811, pyrexial and distended sufferers 
were gulping down the spa water for ‘Intermittents, obstructions, nervous or 
putrid fever’ and, unashamedly, for ‘Repletion’, on the recommendation of 
local guide-books. 

As Dr. Thomas Short had previously announced that Scarborough spa 
water ‘can give a pretty brisk priapism’, the literature included in its 


catalogue of complaints ‘Sterility . . . and Particular Weaknesses’, thus 
anticipating the modern ‘small-ad.’ which whispers, ‘Men! Why be old at 
Forty?’ 


An interesting but improbable effect of spa waters is mentioned in a 
pontification against ‘Cosmetickes . . . an odious baneful custom . . .’ in the 
‘New Scarborough Guide’ for 1797. As the author is believed to have spent 
several years in Scarborough gaol, this is Satan rebuking sin with a ven- 
geance. Females are warned that bismuth and ‘Spanish white’ used in face- 
powders may react with the sulphur in the spa water and turn the complexion 
black. 

Any inconvenient sequela, however, were more expediently associated 
with rival resorts, such as Harrogate. 

‘Invalids who go to Harrogate without advice’, wrote Dr. Breary in his ‘Medical 
Guide to Scarborough’ (1855), implying that these were the only circumstances 
under which any invalid would go to Harrogate, ‘and feel grieved after a course of 
the waters to find that their stomach is in an irritable condition . . . by going after- 
wards to Scarborough they will find means to counteract that unpleasant result’. 

The means of counteraction included his ‘Scarborough Salts’, retailing at 
two shillings per bottle and not genuine without his signature on the label. 


THE ROUTINE OF SEA-BATHING 


‘All sunk beneath the wave, 

Fast by their native shore’. Cowper. 
The accepted ruling was that sea-bathing and drinking the spa waters 
should be done fasting. Tide permitting, the visitors bathed and then 
walked across the sands to the spa well. 
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However, the ‘more delicate cases bathe nearer noon . . . and should immedi- 
ately be wiped dry . . . and put on a flannel-gown . . . and may require friction 
with dry flannels all over’ (Hinderwell’s ‘History’, 1811). 

Smollett’s character, Matthew Bramble, bathed at 6 a.m., ‘the wind northerly and 
the weather hazy’, and ‘the water proved so chill that I could not help sobbing 
and bawling out’. His faithful valet decided his master was drowning and dragged 
him ashore by one ear ‘bellowing with pain onto the dry beach’ before an interested 
crowd. 

Males bathed nude and, cold no longer, the embarrassed Bramble fled back into 
the sea and took shelter in his bathing-machine. He complained: ‘I have had a 
burning heat and a strange buzzing noise in that ear ever since... .’ 

The classical four-wheeled bathing-machines appear in early prints of 
Scarborough (fig. 1), and in 1797 the ‘New Scarborough Guide’ announced 
‘forty good roomy machines’ under the care of three widows, who provided 
bathing-dresses and caps of oiled silk for the ladies. Each bathe cost one 
shilling and, complained a visitor, ‘a gratuity nearly equal to the charge’. 
The machine was drawn into deep water, when a canvas hood or ‘tilt’ could 
be dropped over the seaward end to afford private entry into the water. 
(George III, bathing at Weymouth, had a band of fiddlers concealed in a 
neighbouring machine, and entered the water to the invocation ‘God Save 
the King’, as though he was a ship undergoing launching. Should the sea 
prove chilly, the music would also mask any royal cries of anguish.) 

A typical Scarborough sea-bathing attendant was caricatured by 
Rowlandson, in 1811, as ‘Mrs. Ducker’, a powerful and morose lady riding 
upon a dolphin and wearing an Empire-style blue ‘flannel-gown’ and 
mob-cap. 

The effects of sea-bathing upon the Georgian constitution were 
profound :— 


‘When a healthy person plunges into the sea, he feels a considerable shock or 
chill . . . a sobbing succeeds, the skin is contracted and feels rough to the hand, 
a cracking noise is heard, followed by a ringing or whizzing in the ears; on quitting 
the water, tears sometimes fill the eyes . . . and many persons experience a little 
shudder . . . and later a general glow succeeds and the spirits are raised’. 


The description concludes ominously—when one remembers the formidable 
Mrs. Ducker—‘“The guides powerfully recommend three immersions’. 

The more effete could attend for hydrotherapy at one of several indoor 
baths, in which the routine was presumably based upon that already 
established in older spas. 


INDOOR BATHING 
Smollett gave a gruesome account of a Harrogate bath as ‘a dark hole on 
the ground floor, where the tub smoaked and stink like the pot of Acheron’ 
and in which he nearly suffocated. The ‘tubs’ were long, narrow contrap- 
tions so suggesting coffins that an occupant must have felt he was rehearsing 
for his own wake. Interior details of Scarborough baths are lacking until 
the beginning of the 19th century. Then the indoor baths were erected by, 
or named after, local medical men and contemporary guidebooks were 
suitably fulsome :— 
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‘Comfort and elegance . . . with baths in wood or marble adapted for plunging 
. . every variety of temperature . . . also Shower-baths and Warm Pumping... 
the apparatus on the most philosophical principles’. 


Not to be outdone, the nearby seaside village of Filey proclaimed :— 


‘A Warm Bath may be procured by applying at the house of Mr. Munro, Surgeon, 
who is possessed of a portable one manufactured of Tin, on an improved construc- 
tion, which can be lent out, or persons may be accomodated with it at Mr. Munro’s 
house’. 


The warm baths were taken two or three times a week. ‘Never after 
plentiful Eating or Drinking; Ble&i’ and Purge before and after; and 
afterwards to bed between blankets . . .” was Dr. Shaw’s sensible advice in 
his “Treatise on Spaw Waters’ (1734). 


DRINKING THE WATERS 
There was an appropriate ritual governing the drinking of spa waters, a 
course of which lasted up to six weeks. Dr. Thomas Short wrote in 1734:— 


‘Do not get overtired by the journey to Scarborough . . . and avoid spirituous 

liquors. On arrival, wait two or three days before beginning the waters, to let dis- 
turbed Secretions and Evacuations return to their natural regular Channel. If 
costive, take a laxative such as Rhubarb to clear the Passages and make Room and 
Way for the Water’. 
Thereafter, Dr. Short suggested 1 to 14 pints daily of ‘Spaw Water’, 
increasing gradually up to four pints per day. He warned against over- 
indulgence, which may ‘throw the whole Economy into a Deluge’ and even 
have a ‘fatal Consequence’. Ideally the drinker should take one pint every 
hour with gentle exercise such as riding in a ‘Chaise or Chariot’ between 
doses. Considering that some of Dr. Short’s contemporaries elsewhere were 
ordering up to twenty pints per daily session, the Scarborough topers got 
off lightly. 

They got off even more lightly under Dr. Belcombe, a Scarborough 
physician ‘of genius, candour, industry and experience’ (‘Scarborough 
Guide’ for 1796) who ‘with great liberality . . . does not see any necessity 
for taking preparatives’. The catalogue of Dr. Belcombe’s qualities should 
certainly have included tact. 

Other victims drank at dinner.a glass of spa water mixed with wine, 
whilst more submissive sufferers added ‘Scarborough Salts’, or even drank 
a mixture of equal parts of sea- and spa-water, ‘and I believe that one 
[glass] of each was generally considered sufficient’, said the ‘Scarborough 
Medical Guide’ of 1855—a statement not hard to believe. 


EPILOGUE 
It appears extraordinary how, nauseated, purged and bled, half-frozen and 
half-drowned in the sea, and parboiled and half-suffocated in the baths, 
people returned year after year to undergo a routine which could be as much 
a test of endurance as a course of treatment, and which, if it did not restore, 
at least proved the possession of a tough constitution. 


























CURRENT THERAPEUTICS 
CXI.—SPIRAMYCIN 


By MARK H. LEPPER, M.D. 


Professor of Preventive Medicine, and Head of the Department of Preventive 
Medicine, University of Illinois College of Medicine, Chicago, Illinois 


THE tremendous developments in the isolation and characterization of new 
antibacterial agents produced by microbes has been well emphasized. The 
number of active substances which have been isolated give the appearance 
of being almost geometric with time since the establishment of the useful- 
ness of penicillin. Of these many products, a handful have been of potential 
value for the prevention and/or treatment of human disease. Among the 
latter, some have become well established as good or excellent therapeutic 
agents; others have been found to have serious limitations which have made 
them of restricted or little use in the therapy of human disease. Still others 
have had such an insufficient trial that their position is not clearly defined. 
In addition to the latter, there are agents whose worth is unquestioned but 
whose position is not clear since the mode of action closely approximates 
that of one or more of the agents firmly established by successful use. 
Assessments of value in this situation are often based upon considerations 
such as availability of other agents and the economic factors in their pro- 
duction. Enthusiasms for and against the use of such agents are therefore 
apt to be regional and fluctuate with the attitude of practitioners towards 
the new and previous agents—attitudes which are not without bias originat- 
ing in advertising. Spiramycin seems to be such an agent. In this article 
the bias will undoubtedly be that originating from the contemporary 
situation of antibiotic medicine in the United States. 


SOURCE 
Spiramycin (‘rovamycin’) was isolated from a strain of Streptomyces named 
Streptomyces ambofaciens which was obtained from their native soil by a 
group of French scientists (Pinnert-Sindico, 1954). A summary of the 
method of production, chemical characteristics, pharmacology, antibacterial 
activity and clinical trials originally performed by these workers was first 
given in the United States at the Second Annual Antibiotic Symposium in 
Washington, D.C., in 1954 (Pinnert-Sindico et al., 1954-55). 
Streptomyces ambofaciens had previously been reported as producing 
another antibiotic which was named congocidin (Cosar et al., 1952). This 
antibiotic, however, is left in the aqueous phase of the glucose corn steep 
liquor or other media when spiramycin is extracted from the media with 
an organic solvent such as methyl isobutyl ketone or amyl acetate at pH 9. 
Spiramycin is then prepared by further extraction with aqueous acid, re- 
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alkalinized and re-extracted with benzene or ether which is evaporated in 
a vacuum leaving the powdered antibiotic. Separation by such methods 
as chromatography reveals that the material so prepared has three active 




















Minimal inhibitory concentrations 
ne | Effective against 
oO | 
isolates Phage 50% of | 90% of 
isolates | isolates 
ial ee ers See sieiibageaiil 
Micrococcus pyogenes var. aureus 688 1to >100 | <3.9 <10 
Gaffkya tetragena I 0.8 | 
Sarcina lutea I 0.8 | 
Streptococcus facalis 12 1.0 to >250 |! 2.0 $8. 
Streptococcus viridans I 1.4 | 
Streptococcus pyogenes 14 0.12to2.0 | 0.5 1.0 
Diplococcus pneumonia 13 0.2 to 0.3 0.3 0.3 
Bacillus subtilis I 3.0 | 
Corynebacterium 
pseudodiphtheriticum I 3-0 
Neisseria catarrhalis I 10.0 
Escherichia coli I 31.0 | 
Klebsiella pneumonia I 33.0 | 
Aerobacter aerogenes I 31.1 
Proteus vulgaris I >1500 
Pseudomonas pyocyanea 2 > 1500 
7. Sp. I 3.9 | 
Mycobacterium sp. I 23.0 








Tasie I.—Minimal inhibitory concentration of spiramycin in mcg./ml. for various micro- 
organisms. 


components, two of which are very similar. The physical and chemical 
properties suggest that the compound is in the erythromycin-carbomycin 
group (Pinnert-Sindico et al., 1954-55). 


ANTIBACTERIAL ACTIVITY 
The antibacterial activity of spiramycin is somewhat similar to that of the 
related antibiotics. It is most effective against gram-positive organisms, with 
some activity against mycobacteria, gram-negative bacteria, and rickettsia. 
In table I it is seen that among the gram-positive cocci, the pneumococci 
are the most sensitive and Streptococcus pyogenes the next. Other species of 
streptococci, Micrococcus pyogenes and the gram-positive rods are generally 
sensitive but the results are less uniform. Because of their importance in 
that they are resistant to many of the other antibiotics, staphylococci have 
been studied most extensively. In table II are recorded the sensitivities of 
1,089 isolates from two hospitals at a time before and following the use of 
this antibiotic in the hospitals. It is evident that highly resistant strains 
were not frequent and that there was only a rough correlation between 
erythromycin and spiramycin resistance. Some cross-resistance between 
erythromycin and carbomycin on the one hand and spiramycin on the 
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other has been reported by Pinnert-Sindico and his colleagues (1954-55) 
and Ravina et al. (1955-56). 

Jones and his co-workers (1956) have shown that four strains of staphylo- 
cocci exposed in vitro to erythromycin, carbomycin, oleandomycin, or 
streptogramin showed a rapid increase in resistance to spiramycin. High 
degrees of spiramycin resistance were reached in 3 to 6, 10 to 15, 3 to 6, 
and 15 to 20 subcultures respectively. Conversely, when these strains were 





























M.1.C. of spiramycin (mcg./ml.) 
I Ito10 | 10.1 to 100 | >100 | ‘Total 
M.L.C. of <I II "77 40 o | 68 
erythromycin rto1o | ° 23 20 2 45 
(meg./ml.) 10.1 to 100 | ° 17 13 4 34 
> 100 ° 151 9 eo 
Total | II 968 82 28 1,089 





TaB_e II.—Minimal inhibitory concentrations (M.I.C.) of spiramycin compared with 
those of erythromycin on 1,089 isolates of Micrococcus pyogenes var. aureus. 


grown in the presence of spiramycin within ten subcultures, they became 
highly resistant to each of the other agents except streptogramin, as well 
as resistant to spiramycin itself. 

In clinical trials two mechanisms have been demonstrated as contributing 
to the occurrence of spiramycin-resistant staphylococci. We (Lepper et al., 
1955-56) were able to demonstrate an increase of the mininfal inhibitory 
concentrations of spiramycin for the organisms isolated serially from the 
patient in six instances. In the three instances among these, on which the 
test was done, serial isolates were shown to be of the same phage type. 
These six patients from whom the isolates were made were among 27 
treated with the drug. In other studies we have been able to show (Lepper 
et al., 1956-57) that extensive use of spiramycin allowed the rapid accumu- 
lation of the pre-existing resistant strains to a dominant place in the hospital 
community. Moreover, the concurrent use of novobiocin did not prevent 
this accumulation. The strains which accumulated also showed an increased 
frequency of resistance to erythromycin and oleandomycin, even though 
neither of these drugs was used in the hospital. 


TOXICITY 
The toxicity of the drug is low. The LD,, in mice is 150 to 250 mg./kg. 
for the intravenous route, 10 times as high for the intramuscular route, and 
20 times as high for the oral route. On the other hand, 0.5 mg. daily gave 
protection for ten days to more than 50 per cent. of mice (each weighing 
20 g.) infected with pneumococci. On a weight basis it is more effective 
than either carbomycin or erythromycin in the mouse pneumococcal infec- 
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tion. This somewhat greater effect in vivo, in spite of a lesser effect in vitro, 
may be related to the favourable distribution of the drug which occurs into 
the tissues, particularly the lungs. Other infections in mice successfully 
treated have been those induced with haemolytic streptococci and staphylo- 
cocci. 


BLOOD LEVELS AND DOSAGE 
The serum concentrations of the drug following the oral administration of 
75 mg./kg./24 hours, or a single 20-mg./kg. dose, are not consistent enough 
to be relied upon. Consequently, 100 mg./kg./24 hours or more is needed in 
children. In adults, 3 g. a day may not be sufficient for some infections 
and a regimen such as that used by Hudson et al. (1956), of a 2-g. initial 
dose and 4 g. a day thereafter seems advisable. 


CLINICAL RESULTS 

The results obtained in the treatment of several groups of infections which 
would be likely to respond to a sufficient dose given orally are shown in 
table III. If one omits the infections caused by Haemophilus and Klebsiella, 
in which the drug would not be expected to exert much effect, and staphylo- 
coccal infections, which are a particular problem, a difference is seen be- 
tween the results obtained with 3 g./24 hours or less in adults or 75 mg./kg./ 
24 hours or less in children, and those obtained with larger doses. Thus, 
among 87 patients who received the lower dose, seven had a fair response 
and nine had a poor one including one death. On the other hand, among 
42 patients receiving the higher doses, and one the lower dose plus local 
therapy, there were only two who did not do well. As might have been 
expected from the in vitro work, pneumococcal infections were most 
responsive and other lung infections also responded well, perhaps because 
of good penetration by the drug into the lung tissue. Streptococcal infec- 
tions responded well when the larger doses were used. Because of the 
problem of resistant strains, staphylococcal infections did not do well. The 
patients with milder skin and soft tissue infections responded well but 
those with deep-seated and severe systemic infections fared poorly even 
when large doses were used. Thus, in this crucial area where the drug was 
most needed, it gave the poorest results. 

When the results of treatment were measured in terms of eradication of 
pathogenic microbes from the patient, the results were similar to those 
arrived at by clinical criteria (Lepper et al., 1955-56). Pneumococci were 
uniformly eradicated even by low doses, but only larger doses succeeded 
in removing beta-hzmolytic streptococci. The staphylococcus was demon- 
strable in well over 50 per cent. of the patients after spiramycin had been 
administered for 5 to 7 days, and the strains isolated from the follow-up 
cultures were often resistant. Klebsiella and H. influenza also were not 
eradicated. 
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In patients with pneumococcal and streptococcal infections the results 
obtained compared favourably with those obtained in the same hospital 
with penicillin and tetracycline. The rapidity of febrile and symptomatic 




















; Response 
Disease Dose* 
Good Fair ‘s Poor 
Caused by hemolytic streptoccoccus Low 21 2 5 
High 15 ° ° 
Pneumococcal pneumonia Low 14 2 } ° 
High 15 I I 
| 
Pneumococcal otitis media Low 5 ° I 
Pneumococcal carrier state Low 9 ° ° 
. ° | 
Staphylococcal infection Low 17 9 3 
High I ° 3 
Enterococcal endocarditis High I ° ° 
Enterococcal pyelonephritis Low ° I I 
Otitis media caused by H. influenza Low ° 2 I 
Pneumonia caused by Klebsiella High ° ° 1t 
Lung abscess Low I ° ° 
Pneumonia of unknown origin Low 15 I 1t 
High 11 ° ° 
Empyema of unknown origin Low+ I ° ° 
Local 
Pharyngitis of unknown origin Low 2 ° ° 
Otitis media of unknown origin Low 4 I 2 








*Low dose=3 g. or less a day in an adult; 75 mg./kg./24 hours or less in a child. 
+Patient died. 


Tas.e III.—Results obtained with spiramycin administered orally to patients with various 
infections. 


response was essentially the same. The drug has also been used successfully 
in gonorrhoea (Pinnert-Sindico et al., 1954-55) and has been suggested for 
use in rickettsia and treponemal disease (Ravina et al., 1955-56). 
Toxicity.—There is general agreement that toxicity is low. Only the bitter 
taste if the tablet disintegrated in the mouth (Hudson et al., 1956) and 
loose stools have been mentioned (Hudson et al., 1956; Lepper et al., 
1955-56; Ravina et al., 1955-56). The latter generally consisted of increase 
in number and looseness of stools but frank diarrhcea was rare. In the three 
studies mentioned, minor stool abnormalities occurred in about 10 per cent. 








| 
| 
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of the patients. No reports have appeared of any toxic effect on the liver, 
kidneys, or bone marrow. 


DISCUSSION AND CONCLUSIONS 

When a new antibacterial agent is introduced, it is always hoped that it 
will have a reasonable expectation of proving successful in the treatment of 
patients in whom the already existing agents have failed. Because most 
strains of a staphylococcus resistant to erythromycin were not resistant to 
spiramycin, it was felt that this new antibiotic might have been such a drug. 
From the in vitro work on blood levels, tissue distribution and minimal 
inhibitory concentrations, good results were to be expected in pneumo- 
coccal infections and streptococcal infections and less consistent results in 
the case of the staphylococcus. This proved to be the case. On a weight 
basis, however, the dose needed to treat pneumococcal infections is larger 
than that used for most of the currently available agents and that for 
streptococcal infections is still higher. In staphylococcal infections the 
potential to allow resistant mutants to become predominant while the drug 
is being used, as well as adverse effects on the environmental accumulation 
of staphylococci resistant to related compounds as well as to itself, is unfor- 
tunate. It is for these reasons that it seems unlikely that spiramycin will 
have any consistent advantage over erythromycin in the treatment of any 
infections and it will have the disadvantage of poor absorption and hence _ 
a higher dose. 

Spiramycin therefore seems to be a satisfactory antibiotic with demon- 
strated effectiveness. Its pharmacological properties, however, are some- 
what unfavourable and there are few patients in whom the drug would be 
specifically recommended. Since most of these would have serious staphylo- 
coccal infections only an occasional favourable result can be anticipated. 
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EQUIPPING THE SURGERY 
Il.—THE SPHYGMOMANOMETER 


By SAMUEL ORAM, M.D., F.R.C.P. 
Physician, King’s College Hospital 


No patient has been properly examined medically unless his blood pressure 
has been taken. Efforts to estimate the blood pressure from the radial pulse 
are pointless nowadays and the results are likely to be as misleading as 
attempts to estimate the degree of atheroma throughout the body by 
assessing the hardness of an inch or so of the right radial artery at the wrist. 

The two main points in sphygmomanometry to which attention must be 
paid, as in using any other instrument, are first the best type of machine 
for general purposes, and secondly the correct technique of using it. So 
important is attention to minutiz in taking the blood pressure that in 1939 
a joint report was issued by the American Heart Association and the British 
Cardiac Society, and many of their recommendations have been incorporated 
in this article. 

THE MACHINE 

The principle consists of balancing the pressure of the blood in the brachial 
artery against air pressure as measured from a flat rubber bag contained 
within an undistensible cuff or arm band. Choice of instrument lies between 
the aneroid type and the mercurial manometer. If the machine is new and 
well made either kind is accurate, but if the aneroid machine becomes 
faulty, and it is apt to do so more often than the mercury one, it may be 
some time before this inaccuracy is realized. In fact, as it should be cali- 
brated at least once a year against a mercurial instrument, there seems little 
advantage in using it. There are fewer moving parts to go wrong in the 
simple mercury manometer. 

Any good make of mercurial sphygmomanometer is satisfactory nowadays. 
My own favourite machine is a well-known American model but it is difficult 
to obtain in this country, and fortunately recent ones of British manufacture 
are as reliable. It is poor economy to buy one recording only to 260 mm. Hg, 
although it must be admitted that the long-term clinical significance of a 
systolic figure of 260 as opposed to 300 is not really known. Not only is the 
diastolic figure of more importance prognostically, but of even more im- 
portance than the actual figure, of course, is whether the hypertension is of 
the benign or malignant variety. In addition, the condition of the cerebral 
and coronary arterial walls, the state of the left ventricular muscle and the 
amount of damage to the kidneys all play a more important part prog- 
nostically than the blood pressure figure itself. In other words, it is hyper- 
tensive heart disease which matters, not the hypertension. 

The cuff for an average-sized adult should be 5 inches (13 cm.) wide, but 
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if the arm is fat, or leg readings are taken round the thigh, a 7- or 8-inch 
(18 or 20 cm.) cuff should be used or the readings will be too high. For 
young children the cuff width should be 3 inches (8 cm.), but if this is not 
available then folding an adult cuff longitudinally serves as well. For infants 
a cuff width of 2.5 cm. should be used. 


TECHNIQUE 

The patient must be at rest both physically and mentally, and if he has 
hurried to the surgery, or if he is over-anxious concerning the result, for 
example if it is part of an important insurance examination, time must be 
allowed for the ‘casual pressure’ being taken to become as ‘basal’ as possible. 
For this reason it is good practice to take the reading at the beginning of the 
examination and again at the end. If the first reading is much higher than the 
second, however, it may well be that he is a hyperreactor and thus a candi- 
date for sustained hypertension in later year (Hines and Brown, 1933). 

Another simple fact that is easily overlooked is the hydrostatic effect of the 
level of the arm compared with that of the heart. The arm should be sup- 
ported so that the centre of the cuff is at the level of the root of the aorta 
opposite the 4th intercostal space. Since insurance-rating statistics are based 
on minor changes in the systolic and diastolic pressures, errors in the 
accurate positioning of the arm can lead to unfair loading. Ellis (1951) has 
shown that if the centre of the cuff is only 7 cm. above the 4th intercostal 
space the pressure may be 131/80 mm. Hg, whereas if it is 7 cm. lower than 
the 4th intercostal space it may be 145/94 mm. Hg! 

The arm must be bared to the shoulder, and if the sleeve is turned up it 
should not constrict the upper arm. The lower edge of the cuff should be 
above the antecubital fossa, and the middle of the rubber bag should overlie 
the brachial artery, which can be felt pulsating along the inner side of the 
upper arm. The arm band is folded evenly and closely round the arm, and 
some cuffs are made with a metal fastener as an aid to this, but this seems an 
unnecessary elaboration. 

Systolic pressure.—The patient is warned that his arm will feel constricted 
for a few minutes and then the bag’ is rapidly inflated while the examiner 
keeps his finger on the radial artery until the pulse disappears. The bag is 
then slowly deflated and the point at which the radial pulse reappears is 
noted as this denotes the approximate systolic pressure. The bag is then 
completely deflated. Once more it is pumped up, this time to about 30 mm. 
above the systolic pressure as found by palpation. It is then slowly deflated 
again while auscultation is carried out by means of a stethoscope placed 
lightly over the brachial artery, which can be localized by palpation in the 
antecubital fossa. The highest level at which sounds are heard represents 
the systolic pressure. They are dull thuds and sometimes very soft at first, 
so that very careful auscultation is needed. If the bag is let down slowly at 
this stage one of the most important of the bedside signs of left ventricular 
failure will be detected if present, namely, pulsus alternans, 
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Korotkow’s phases.—-As the pressure is lowered the phase of the dull 
thudding sounds (phase I) soon gives way to sounds more murmurish in 
character (phase II). These murmurs are then replaced by sharper ‘banging’ 
sounds (phase III) which are apt suddenly to become muffled again (phase 
IV). As the pressure is still further reduced by a few millimetres, usually 
about five, the muffled sounds disappear altogether and no sounds can be 
heard. This final silence constitutes the fifth phase, but occasionally it is 
absent, particularly in conditions associated with vasodilatation such as 
aortic incompetence, and sounds may then be heard down to zero. 

Diastolic pressure.—The diastolic pressure should always be taken by 
auscultation. In Great Britain and Ireland the diastolic figure is taken as the 
point where the sharp sounds suddenly become dull, namely at the beginning 
of the fourth phase, and this is known as the fourth point. In Canada and the 
United States, however, the diastolic figure is taken at the fifth point where 
all sound just disappears, namely at the beginning of the fifth phase. It is a 
fact that the greatest number of actuarial life insurance statistics are based on 
this fifth point and it is therefore the practice of some Canadian insurance 
companies operating in this country to request both fourth and fifth point 
readings, and if the fifth point is not given by the examiner they subtract 
5 mm. from his fourth point reading. 

Intra-arterial mressure tracings show that the fifth point is, in fact, nearer 
the true diastolic pressure than the fourth point (Steele, 1942), and there 
seems to be no good reason for adhering to the fourth point, particularly 
as it is often easier to determine when all sound disappears than when one 
type of sound changes to another, especially if the change is not abrupt. 

The reason for first checking the systolic pressure by palpation is to avoid 
falling into the auscultatory silent gap, which is usually associated with 
hypertension. Otherwise, if the pressure in the bag has not been raised 
above the actual systolic pressure, and the bag is let down while listening in 
the silent auscultatory gap, then the first sound to be heard below the silence 
will be erroneously regarded as representing the systolic figure. Even so, 
the absence of an ensuing four clear phases should raise suspicion. Another 
source of slight error is the taking in rapid succession of several readings. In 
some people this causes both systolic and diastolic figures to drop a little, 
presumably due to reduction in tone of the arterial wall. 

After taking the blood pressure on the right arm the left pulse should be 
compared with the right, and if any difference is present the blood pressure 
should be recorded also from the left arm. 

In auricular fibrillation the reading must, of necessity, be approximate, 
and both systolic and diastolic figures are taken when the majority of beats 
appear (systolic) or become muffled (4th phase) or disappear (5th phase). 


NORMAL BLOOD PRESSURE 
As the blood pressure normally falls a few millimetres with inspiration, for 
clinical purposes it may be recorded to the nearest multiple of five, although 
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this practice is apt to annoy life insurance underwriters and actuaries! For 
that matter, I have long since given up trying to get agreement as to what 
constitutes the normal range of blood pressure between life insurance medical 
officers, cardiologists and obstetricians. 

An adult reclining and rested should have a systolic pressure of not more 
than 150 mm. Hg, and a diastolic pressure of not more than go mm. Hg. 
Recently, however, attempts have been made to accept higher figures as 
normal, both systolic and diastolic, and particularly at older ages (Master 
et al., 1950). It is probable that a diastolic figure of 95, or even 100, in a 
person over 50, particularly a woman, can often be normal. More attention 
should be paid to the diastolic figure than the systolic, and to repeated 
rather than single readings. The diastolic pressure is not only more stable 
but is more indicative of the increase in peripheral resistance, which is the 
fundamental feature of hypertensive disease. It also represents the constant 
load to which the vascular walls are being submitted. 

In children the pressure is lower: according to Judson and Nicholson 
(1914), between the ages of 3 and g it averages go/60 mm. Hg, between 10 
and 12, 95 to 100/60 to 65, and between 13 and 15, 105/65. 

It is usual to take the pressure in the right arm. If it is found to be raised 
it should be routine practice to take it in the left arm also and to palpate the 
femoral pulse. Normally, the femoral pulse can be felt a fraction before the 
radial. If the femoral pulse is diminished or delayed coarctation of the aorta 
is unmasked. Slight disparity between the readings taken from each arm 
may, however, occur in health. If any difference in pressure is present it is 
usually the right arm which gives the higher reading, but according to 
Amsterdam and Amsterdam (1943) this rarely exceeds 5 mm. Hg. 

It is often stated that the pressure in the legs is 20 to 40 mm. Hg higher 
than in the arms, but intra-arterial records do not support this, and if the 
correct 7 to 8 inch wide cuff is used on the thigh the blood pressure in the 
legs will be found to be similar to that in the arms. 

Standing blood pressure.-—Now that potent hypotensive drugs are being 
used more frequently, and postural hypotension can be easily induced by 
them, it is becoming increasingly common practice to record the blood 
pressure with the patient standing. According to Currens (1948), in two- 
thirds of normal subjects the systolic pressure is not appreciably altered, but 
in one-third it falls by 10 to 15 mm. Hg. The diastolic pressure rises about 
5 mm. in one-half, and in the remainder it is mostly unaffected, dropping 
about 5 mm. in 12 per cent. 
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THE TREATMENT OF STATUS EPILEPTICUS 
IN CHILDREN 


OTHER than hemorrhage and asphyxia, relatively few conditions demand 
immediate treatment, allowing no time for temporization, broad reflective 
thought or even quick reference to some ‘Vade Mecum’. Status epilepticus 
is such a disease for, while it lasts, mentality suffers, and life itself is in 
danger. Infants especially are subject to a high mortality rate, and it is wise 
to have a therapeutic regime ready to put into action immediately. A great 
many different treatments are available, mainly involving various sedative 
drugs, although some people favour lumbar puncture which is hardly 
applicable outside hospital. This article will confine itself to measures 
either easily, or at least possibly, manageable at home. 


THE MUSTARD BATH 

Status epilepticus consists of a series of major convulsions running into 
each other; separated, if at all, by periods of coma. Thus there is an un- 
conscious child with continuous clonic muscular contractions, usually 
involving the whole body. Conjugate deviation of the eyes is common, 
but unless tonic contractions are marked there is unlikely to be much 
cyanosis. The duration may be from only a few minutes to several hours 
or even days. This clinical picture is so easily recognized that any doctor 
should be prepared to diagnose it, at least tentatively, from a description 
over the telephone, and it is at this point that the old treatment of a mustard 
bath should be remembered. The mother can carry it out in the interval 
before the doctor arrives; even if the proportion of successful cases is small, 
it gives her something to do at a time when it appears that her child may 
die for want of treatment. A mustard bath is now so rarely used that it 
may be permissible to remind practitioners how it is made. To each two 
gallons (9 litres) of water at body temperature, add half a teacupful of 
mustard. 

Assuming that on arrival at the house, the practitioner finds the child 
convulsing, three things must be done in the following order:— 

(1) Immediate suppression of the convulsions. 

(2) Maintenance treatment to prevent recurrence. 

(3) Exclusion of a primary disease which, though causing the convulsions, 
requires separate treatment of its own. 


IMMEDIATE SUPPRESSION OF CONVULSIONS 
This is best and most certainly achieved by inducing light chloroform 
anesthesia. It may be wondered whether a substance known to produce 
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both liver atrophy and vagal inhibition is the drug of choice, when the 
same effect can be obtained with ether or ethyl chloride; but the advantages 
of chloroform more than outweigh any possible contraindications, which 
in a fairly long experience I, at least, have never encountered. Ether anzs- 
thesia will require a ‘drop bottle’ and a mask, and in addition it should 
not be used in the presence of an open fire. In the British climate this may 
well exclude its use for eight months in the year! Ethyl chloride also requires 
a mask, and tends to produce tonic spasm; in addition, it is difficult to 
maintain a satisfactory level of anzsthesia unless one is a skilled anesthetist. 

Chloroform, apart from its non-inflammability, really requires no 
apparatus at all. Of course a drop bottle and mask are useful if the prac- 
titioner happens to carry these things around with him on all occasions, 
but they are not really necessary. All that is required is to remove the cork 
from a bottle of chloroform; put the index finger over the opening; take 
a corner of the sheet, a clean handkerchief or any other piece of material 
available and pour some chloroform on to it. If a small quantity comes out, 
the sheet is held near the child’s face, but if by chance rather a lot pours 
out then it is held farther away. Such is the potency of the drug that in 
either case the desired state of anzsthesia is rapidly induced, and it should 
be maintained for approximately five minutes. Although anesthesia is 
a certain method of stopping convulsions, it is unfortunate that in most 
cases they will return as the anesthetic is excreted. It is therefore necessary 
to proceed to the second stage of treatment which is maintenance treatment. 


MAINTENANCE TREATMENT 

As the child is quite unconscious, no drugs can be given by mouth unless 
a stomach tube is passed. This means that it is only really applicable to 
cases in hospital. As a matter of fact this method is indicated in but a few 
infants, who respond to chloral hydrate better than any other drug. As 
a general routine, an intramuscular injection is the method of choice, and 
a rapidly acting drug is required since it must take effect before the anzs- 
thetic has worn off, or further chloroform will have to be given. The drug 
which best fulfils these requisites is paraldehyde which, although only 
effective for an hour or so, produces its effect within minutes of being 
injected, and will generally control the convulsions before the chloroform 
has been excreted. As in all drugs used in this condition, it is useless trying 
small doses since they will have to be repeated in further small amounts 
until one gets the cumulative toxic effects of a large dose without having 
managed to control the convulsions. Intramuscular paraldehyde should be 
given in a dose ranging from 1 to 1.5 ml. for an infant; 3 ml. at the age of 
five and 8 ml. at the age of ten. Further maintenance control can be achieved 
with paraldehyde but, owing to its short action, the injections are likely to 
require repeating at two-hourly intervals. 

As a general rule it is better to follow up the first injection of paraldehyde 
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with injections of soluble phenobarbitone. Thus, as soon as there are signs 
that the effect of the paraldehyde is wearing off, soluble phenobarbitone 
should be injected intramuscularly. The dose is ? grain (50 mg.) for a 
child up to a year; 1} grains (0.1 g.) up to four years; 1} grains (0.11 g.) 
up to seven years, and 2 grains (0.12 g.) for older children. This will usually 
control the convulsions for from four to six hours, when further doses 
may be given. 

In a small proportion of cases phenobarbitone does not act for such long 
periods, and these cases usually continue convulsing for several days unless 
kept heavily sedated. Should such a case be encountered, the most useful 
drug is bromethol. It is unfortunate that owing to its abandonment by 
anesthetists the drug is not easily obtained; it is also a little difficult to 
prepare and has to be administered per rectum. The latter is no real problem 
in an unconscious child if the fluid is run in slowly, the buttocks are raised 
and finally strapped as the tube is withdrawn. In the type of case described 
there is no other drug which will give adequate control with a six- to ten- 
hourly administration. The dose is 0.09 g. per kg. body weight. 

It can thus be seen that the treatment of status epilepticus is simply the 
control of convulsions by heavy sedation, and this must be continued for 
as long as is required. This point is determined by observing the patient 
after each therapeutic dose. If in due course the convulsions show signs of 
recurring, more treatment is required, but should nothing happen no 
further drugs are given. When the child finally stops convulsing without 
treatment, consciousness may return and all is well, but this is by no means 
the rule. Some children remain in coma for days before recovering con- 
sciousness, and these cases will have to be fed by stomach tube during 
this period. Others on recovery are found to be grossly mentally altered; 
blind or paralysed with a hemi- or di-plegia. Fortunately these dramatic 
symptoms are rarely permanent and usually disappear spontaneously 
after a period of time which may run into weeks. 


EXCLUSION OF UNDERLYING PRIMARY DISEASE 
Whilst the initial treatment for all cases of status epilepticus is the same, 
it must be remembered that, although idiopathic epilepsy is the underlying 
cause in most children, some of them may have another primary disease 
which requires a separate and different treatment of its own. Two examples 
would be meningitis and chronic renal disease. Therefore after stage one 
treatment has been completed and stage two begun, it is necessary to make 
a complete examination of the child. This is not a particularly easy pro- 
cedure with an unconscious child, but it is not within the scope of this 
article to deal with the differential diagnosis. One point must be mentioned, 
and that is the presence of fever. Practically all cases of status epilepticus 
are pyrexial, due to the heat generated by the intense muscular activity, 
and if the convulsions are not controlled, death may ensue from hyperpyrexia. 











376 THE PRACTITIONER 


CONCLUSION 
Finally it may be said that status epilepticus is an unpleasant and dangerous 
condition from which to suffer, and that treatment must be planned, 
intensive, and carried out with determination and courage if any success is 

to be achieved. 

N. M. JAcoBy, M.D., M.R.C.P. 
Physician, Queen Elizabeth Hospital for Children, London; 
Pediatrician, Tunbridge Wells Hospital Group 


CEREBROSPINAL FLUID IN HEALTH AND DISEASE 


Tue cerebrospinal fluid is formed by the choroid plexuses, but whether the 
mechanism of its production is one of secretion or filtration is still contro- 
versial. Sweet, using radioactive isotopes and heavy water, has studied the 
ionic exchanges of the blood and the cerebrospinal fluid, and considers that 
there is evidence that the fluid is secreted by the choroid plexuses but that 
in addition there is an ultra-filtration into the general subarachnoid space. 


NORMAL CEREBROSPINAL FLUID 
The fluid is clear and colourless and is at a pressure of 60 to 150 mm. of 
H,O, when measured with the patient relaxed in a horizontal position. 

Constituents.—Cells up to 3 lymphocytes per c.mm. Protein up to 30 mg. 
per 100 ml. Globulin (Nonne-Apelt reaction) negative. Chlorides: 725 to 
750 mg. per 100 ml. Sugar: 45 to 70 mg. per 100 ml. 

The protein content consists chiefly of albumin and shows an increase in 
quantity in the later age-groups, when values up to 60 mg. per 100 ml. 
may be regarded as normal. 

The Queckenstedt test—Compression of the jugular veins produces a rise 
in cerebrospinal-fluid pressure, followed by a fall on relaxation. These 
changes are transmitted to the lumbar sac in the healthy individual and are 
measured on a manometer. 


INFECTIONS OF THE NERVOUS SYSTEM 
Pyogenic meningitis—The degree of abnormality may be slight in an early 
stage of the infection but usually the fluid is under pressure, is turbid, and 
contains several thousand polymorphs per c.mm. The protein is increased 
with a positive globulin, the chloride is reduced to 650 mg. per 100 ml. 
and the sugar is greatly reduced or absent. Organisms can usually be seen 
in the direct smear and may be grown on culture. 

Tuberculous meningitis——The pressure is increased and the fluid is 
opalescent with a fibrin web. There is a moderate lymphocytic pleocytosis 
with a proportion of polymorphs. The protein content is over 100 mg. per 
100 ml., with a positive globulin. The chloride is reduced to 600 mg. per 
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100 ml. but it should be remembered that this degree of reduction is not 
invariably present. The sugar is decreased to 20 to 35 mg. per 100 ml. The 
blood/C.S.F. bromide ratio is used to distinguish between virus infections 
and tuberculous meningitis, as in the latter the permeability of the blood/ 
C.S.F. barrier to bromide is increased. The tubercle bacillus may be found 
in the stained film of the centrifuged deposit, and the diagnosis later con- 
firmed by culture and guinea-pig inoculation. 

Virus meningitis.—The pressure is usually slightly increased, the fluid is 
clear, and there is a lymphocytic pleocytosis, with occasional polymorphs in 
severe infections. An increase of protein up to 150 mg. per 100 ml. may 
be present. Rarely, the chloride shows a slight increase, but the sugar is 
normal. 

Poliomyelitis—The fluid is abnormal in go per cent. of cases of polio- 
myelitis. The maximal pleocytosis of up to several hundred cells, including 
some polymorphs, occurs in the pre-paralytic period; in the second week 
the number of cells falls but is replaced by a marked increase of protein 
which may persist for some weeks. The chloride and sugar content are 
within normal limits. 

Encephalomyelitis.—The post-infective form following the acute exan- 
themata may cause increased pressure of the cerebrospinal fluid, and minor 
changes in the cell count. The protein and chloride content are normal. 
Encephalomyelitis considered to be of virus origin is rare in this country 
but may be associated with an increase of cells and protein in the cerebro- 
spinal fluid. 

Cerebral abscess.—A pleocytosis of about 30 cells per c.mm. is usual, 
which is predominantly lymphocytic but may contain a few polymorphs. 
The protein content is increased but the chlorides amd sugar are normal. 
The pressure rises with increasing oedema. 


SYPHILIS 
The cerebrospinal fluid may show a lymphocytosis in the primary stage. 
In the secondary stage a sharp meningeal reaction is not uncommon, with 
a luetic Lange curve. 

Lange's colloidal gold reaction.—Abnormal globulin, present in the cerebro- 
spinal fluid in certain diseases of the nervous system, has the property of 
precipitating a colloidal solution of gold. The results are recorded in figures 
from o (nought) to 5, indicating the degree of colour change and precipita- 
tion with progressive dilutions of the fluid. The paretic curve shows a 
maximal change in the least dilutions of cerebrospinal fluid, and is found 
in general paralysis of the insane (G.P.I.), in some cases of disseminated 
sclerosis, and in subacute inclusion encephalitis. A change in colour in the 
mid-zone or middle dilutions is known as the luetic curve and occurs in 
tabes and meningo-vascular syphilis, and occasionally in disseminated 
sclerosis. 
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In meningo-vascular syphilis, tabes and G.P.I., there is a lymphocytic 
pleocytosis with some monocytes, an increase of protein and a positive 
globulin, the changes being most severe in G.P.I., with the diagnostic 
changes in the Lange test. The Wassermann reaction is usually positive. 
Martin has stressed the importance of the return of the cell count to 
normal in assessing the efficacy of treatment. 


DISSEMINATED SCLEROSIS 
Some abnormality is present in 70 per cent. of cases. Usually there is a 
slight lymphocytic pleocytosis with an increase of protein and a positive 
globulin. The Lange test is abnormal in about 40 to 50 per cent. of cases 
and typically shows a paretic, or sometimes a mid-zone, curve. 


CEREBRAL TUMOUR AND SPINAL COMPRESSION 

Cerebral tumour.—Examination of the cerebrospinal fluid is of most value 
in suspected cases of acoustic nerve tumour or meningioma, when the 
protein is likely to be increased. Secondary deposits may cause increase of 
protein and malignant cells may be detected. Lumbar puncture is dangerous 
in the presence of papillaedema, and if raised intracranial tension is sus- 
pected, expert advice should be sought, as contrast radiography is usually 
indicated to localize the lesion. 

Spinal compression.—The initial pressure is low and Queckenstedt’s test 
is employed to detect the degree of manometric block; the protein content 
may be greatly increased. It is usual to undertake myelography when com- 
pression is suspected on clinical grounds, rather than to wait for the develop- 
ment of complete spinal block. 


CEREBROVASCULAR DISORDERS 

The findings in subarachnoid hemorrhage have recently been discussed. 
Xanthochromia may be present as early as four hours after the hemorrhage 
and persists for as long as five weeks. The blood is evenly mixed in all 
three tubes of cerebrospinal fluid withdrawn and there is no clot. The 
appearance of a lymphocytosis is not uncommon in subarachnoid hemor- 
rhage and may lead to diagnostic difficulties if the patient shows a slight 
pyrexia. 

Cerebral arteriosclerosis not uncommonly causes a rise in protein, and 
there is sometimes a yellow coloration in the cerebrospinal fluid. 

If a vascular accident has occurred, hemorrhagic or thrombotic, some red 
cells may be expected. 


BARBITURATE POISONING 
Examination of the cerebrospinal fluid for barbiturates is an important 
investigation if barbiturate intoxication is suspected. 


HeLen DIMSDALE, M.D., F.R.C.P. 
Neurologist, Royal Free Hospital; Assistant Physician, Maida 
Vale Hospital (National Hospitals for Nervous Diseases). 














379 


NOTES AND QUERIES 


Tetracycline in Chronic Bronchitis 
Query.—In the treatment of patients who suffer 
from chronic bronchitis with frequent super- 
imposed bouts of acute bronchitis, do you con- 
sider that there is a place for continuous anti- 
biotic administration as a preventative; if so, 
which antibiotic (and in what dosage) do you 
consider to be the safest and most effective? 
Repty.—In the treatment of chronic bron- 
chitis, the administration of antibiotics is related 
to pus in the sputum. The aim of antibiotics is 
to render the sputum mucoid and keep it so, or 
to eliminate it completely, at least for the time 
being. Consequently, there is often a place for 
short courses when a purulent sputum exists, 
and many exacerbations can be cut short by 
taking a few doses as soon as they threaten. 

Continuous antibiotic therapy should be 
reserved for advanced bronchitics. Often it is 
effective if taken regularly during the winter 
months. Only severe and debilitated chronic 
bronchitics require it all the year round. Personal 
experience in a series of severe purulent bron- 
chitics suggests that an appropriate antibiotic 
will give considerable relief in about one-half. 
The others consist largely of those who are 
troubled with diarrhoea and a smaller number 
who did not respond to the drug. 

As the most important organism in chronic 
bronchitis is H. influenza, an antibiotic must be 
selected which combats this organism. The only 
one which can be taken by mouth which falls 
into this category is tetracycline. Tetracycline is 
preferable to oxytetracycline and chlortetra- 
cycline in our hands. The dosage is the least 
required to keep the sputum mucoid. When the 
sputum is only moderately purulent, 0.25 g. 
twice a day will often lead to considerable 
general improvement and‘ clearing of the 
sputum. In patients with a grossly purulent 
sputum, 0.5 g. twice or three times a day, or 
even more, may be necessary. 

Diarrheea occurs in at least half of all patients 
having continuous tetracycline therapy. If it is 
mild, the drug should be withheld for a few days, 
and then on resumption the diarrheea is usually 
less troublesome. More severe diarrhcea can 
often be controlled by a mixture containing 
kaolin and morphine. 

NEVILLE OSWALD, T.D., M.D., F.R.C.P. 


Vaginal Discomfort 
Following Hysterectomy 
Query.—I should be grateful for advice on the 


following case :— 
A married woman, aged 52 years, had a total 


hysterectomy for adenomyosis of the uterus 
three months ago. In addition to the uterus, 
the tubes, ovaries, and also the appendix, were 
removed. She now complains of dryness in 
the vagina. I would be glad to know:— 

(1) Would there be any effect from applying 
a hormonal ointment or any other cream to 
the vaginal walls? If so, which is the best 
preparation? 

(2) Is it all right for her to have coitus? 


Repty.—It is not clear from the question 
whether the dryness in the vagina complained 
of began after the operation or if it was present 
before the operation was performed. It is not 
a complaint commonly attributable to total 
hysterectomy with bilateral salpingo-odphorec- 
tomy. It would be helpful to know if there is 
any evidence of menopausal atrophy of the 
vagina or early changes of kraurosis vulvez. In 
view of the patient’s age and the fact that both 
ovaries have been removed, the condition might 
possibly be due to cestrogen deficiency, and a 
therapeutic test would be reasonable. A pessary 
containing 1 mg. of stilbeestrol should be in- 
serted into the vagina each night for six to eight 
weeks, and the local condition assessed at the 
end of this period. Coitus should not be harmful 
unless there is stenosis causing disproportion 
between the organs. Mere dryness could be 
overcome by simple lubrication. 

ANTHONY PuRDIE, M.B., F.R.F.P.S., F.R.C.0.G. 


Pregnancy and 
Hypoparathyroidism 

Query.—I have a patient aged 36, who is preg- 
nant for the third time. Her last menstrual 
period was three months ago. She had a normal 
delivery nine years ago and twins two years ago, 
one of whom died after premature induction of 
labour for severe toxzemia. 

Nine months ago she had a thyroidectomy 
performed because of thyrotoxicosis. The para- 
thyroids were seen at operation and were left 
behind. Nevertheless she suffered from hypo- 
parathyroidism after the operation and has only 
been free from attacks for the last three months. 
She is now taking tablets of calcium gluconate, 
10 grains (0.6 g.) four times a day. She is not 
taking any vitamin D preparation. 

I am anxious to know what effect, if any, the 
pregnancy is likely to have on the mother and 
if the baby’s skeletal development is likely to be 
affected. I presume it would be advisable to 
ensure that the patient takes calcium tablets 
throughout the pregnancy? 


Rep.y.—As the patient has not had any mani- 
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festations of tetany during the last three months, 
although not taking any vitamin D, it may be 
concluded that compensatory hyperplasia of the 
parathyroid glands has taken place. During 
pregnancy and lactation the calcium require- 
ments are increased—in the former on account 
of utilization of calcium by the foetus and in the 
latter through loss of calcium in the milk. The 
degree of parathyroid hyperplasia that has 
occurred may not therefore be sufficient to 
prevent the recurrence of tetany during preg- 
nancy and lactation. In hypoparathyroidism 
there is inadequate resorption of calcium from 
the bones so that the density of the bones tends 
to be increased: this is the only change that 
takes place in the maternal and feetal skeletons 
and is usually not detectable on x-ray examina- 
tion. (It should be remembered that in hypo- 
parathyroidism the effect on the skeleton is dif- 
ferent from the case of tetany arising through 
inadequate absorption of calcium from the gut: 
in this latter instance defective absorption leads 
to a fall in the level of calcium in the blood: this 
causes increased secretion of parathyroid hor- 
mone which removes calcium from the bones, 
resulting in rarefaction and sometimes, in con- 
sequence, deformities and spontaneous frac- 
tures.) 

The aim of treatment should be to prevent 
the occurrence of tetany in the mother. The 
administration of calcium should therefore be 
continucd throughout pregnancy and lactation. 
Calcium is given as calcium gluconate, in doses 
of 20 grains (1.3 g.) four times daily. Calciferol 
should be given in addition, in doses of 50,000 
units once or perhaps twice daily to facilitate 
the absorption of calcium from the gut. Milk 
should not be taken in excess because of its high 
phosphorus content, for a high intake of phos- 
phorus tends to lower the blood calcium by 
impeding the absorption of calcium from the gut 
through the formation of insoluble calcium 
phosphates. 

A. W. SPENCE, M.D., F.R.C.P. 


Asthma Precipitated by Colds 
Query.—I attend a family of five, all of whom 
suffer periodically from asthma. The parents’ 
attacks, which are frequent, follow common 
colds and periods of stress, but do not appear 
to be due to allergens. The two elder children’s 
attacks invariably follow common colds and now 
the youngest, a fat young boy of fifteen months, 
has just had his first attack, associated with a 
cold and bronchitis. How am I to prevent these 
children, especially the youngest, from becoming 
chronic asthmatics? Am I doing right in cutting 
attacks short with adrenaline injections, as here- 
tofore, or should I use corticotrophin or corti- 
sone, or coryza vaccinations? 


Rep.ty.—Asthma precipitated by colds is best 
treated by general measures; in older children 
or adults breathing exercises are often helpful. 
Any measure which terminates the attacks is 
justifiable and if this is achieved by adrenaline 
it should be given. Corticotrophin or cortisone 
may be of value in association with antibiotics, 
but should not be used unless simpler methods 
fail. It is rarely necessary for children. There is 
no scientific evidence that anti-catarrhal vac- 
cines are of value. Most children with asthma 
of this type improve as they grow older, pro- 
vided attacks are adequately controlled by anti- 
spasmodics, and antibiotics if infection persists. 
They should be encouraged to lead as normal a 
life as possible with participation in sports of all 
kinds. Sensitization to dusty materials may 
develop and it is wise to keep bedrooms dust 
free and to avoid feather pillows and so on. 
The following preparation is often helpful, 
especially at night:— 


Camphorated tincture of a 
opnate BLP. ss26200s0 2 minims ey mil.) 


3. 
Oxymel of squill B.P.C. 5 minims (0.3 ml.) 
BeROEIAs 2.0 ccsecccve 4 grain (8 mg.) 
Potassium iodide ...... 1¢ grains (100 mg.) 
Chloroform water ....to 60 minims (4 ml. 


This prescription is suitable for the child of 
fifteen months; doses should be increased for 
older children. 

R. S. Bruce PEARSON, D.M., F.R.C.P. 


Dichlorophen in Tapeworm 
Infestation 


Query (from a reader in Malta).—My daughter, 
aged four years, is suffering from tapeworm 
infestation (TJ. saginata). I have not used Filix 
mas capsules as I have had very poor results in 
other cases. I tried to use mepacrine but she 
would not swallow the tablets. Do you know of 
some other form of treatment? What I am after 
is a drug in the form of a mixture which is 
palatable to children. 


Rep.y.—I would recommend that this child be 
given dichlorophen (‘antiphen’, May & Baker). 
The tablets (0.5 g.) are almost tasteless, and 
four of them, crushed in sugar or jam, should be 
given before breakfast. There is no need for 
any starving or purging, nor are there any side- 
effects other than occasional slight colic and 
looseness of the bowels. If, after treatment, no 
segments are passed for a period of three months 
the child can be considered cured. As the dose 
given is only one-third of the amount used for an 
adult, the chances of cure are not high, but at 
least the child will be relieved of the passage of 
segments for some weeks, and the treatment can 
always be repeated when segments reappear. 
D. R. SEATON, M.B., M.R.C.P., D.T.M. 
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Cortisone in Thromboangiitis 
Obliterans 


Qugry.—As cortisone is used in the treatment of 
polyarteritis nodosa, would the same treatment 
be effective in thromboangiitis obliterans, which 
is also an inflammatory condition of the peri- 
pheral vascular system? 


Rep.y.—I do not know of any evidence that 
cortisone is effective in the treatment of thrombo- 
angiitis obliterans, nor after an extensive search 
of the literature does there appear to be any 
recorded case. It is true that cortisone is of value 
in the early stages of polyarteritis nodosa and is 
curative in cases of cranial (temporal) arteritis. 
There is a slight increase in the liability to 
venous thrombosis during cortisone therapy, 
but apart from this there is no reason why 
cortisone should not be tried in thrombo- 
angiitis obliterans provided there are no gan- 
grenous areas. 

R. I. S. BAyYLiss, M.D., F.R.C.P. 


Nocturnal Cramp 


Dr. Henry Raverty (Bray) writes:—In my 
experience, after nearly fifty years in general 
practice, the most effective treatment for noc- 
turnal cramp is the drinking of large amounts 
of water. Plain water as a remedy for cramp is so 
simple that it seems silly to many people—but 
it is not so simple. To drink a pint and a half 
(850 ml.) of plain water when not thirsty is far 
from easy—but it does relieve the cramp. 
Where I practise, in South Co. Dublin and 
North Co. Wicklow, we have a water supply of 
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which we are particularly proud. It is a very 
soft, acid, peaty water, characterized by low 
contents of total solids, calcium and bicar- 
bonate. The chloride content (as Cl) is 1.3 parts 
per 100,000 (expressed as sodium chloride = 
2.1 g.p.g.). Whether such a water has any 
particular merit I am not in a position to say. 


Antihistamine Preparations 


Dr. C. ALLAN BircH writes: In my article on 
‘Antihistamine preparations’ in the January 
issue (p. 65) I stated that antihistamine drugs 
are Schedule IV poisons. There are, however, 
four such preparations which, so far, have not 
been included in the Schedule: triprolidine 
(‘actidil’, Burroughs Wellcome), meclozine 
(‘ancolan’, British Drug Houses), buclizine 
(‘vibazine’, Pfizer), and chlorpheniramine (‘piri- 
ton’, Allen & Hanburys). 

The statement which I made that only three 
dispensings of a private prescription can be 
made is only correct when no instructions about 
repetitions have been given. The Poisons Ryles 
1949 (Rule 12(4)) state that it is open to a 
doctor to order a prescription to be dispensed 
any number of times. If no intervals are stated 
the prescription must not be dispensed more 
often than once in three days. Requests for 
repetition of National Health Service prescrip- 
tions must be on separate forms. It may be 
added that antihistamine preparations intended 
for external application and those not con- 
taining more than 1% of an antihistamine sub- 
stance (e.g. eye-drops) can be dispensed free 
from any statutory restriction. 


PRACTICAL NOTES 


Treatment of Endometrial 
Tuberculosis 


IN a report to a joint subcommittee of the 
British Tuberculosis Association and the Royal 
College of Obstetricians and Gynecologists, 
A. M. Sutherland (Tubercle, February 1957, 
38, 46) states that ‘the results indicate that 
chemotherapy should be used in patients with 
proved endometrial tuberculosis’. Of the 113 
patients in the trial, 61 chosen at random were 
given streptomycin and p-aminosalicylic acid 
(PAS), and the remaining 52 were allocated to an 
untreated group. Patients in the treated group 
were given 1 g. of calcium chloride complex of 
streptomycin daily by intramuscular injection 
for 84 consecutive days, and 3 g. of PAS 
(sodium salt) four times daily by mouth for the 
same period. All patients were ambulant 


throughout treatment and remained at work, 
receiving their treatment either at the out- 
patient department or under the supervision of 
their family doctors. In the untreated group no 
active treatment of any kind was given. Four 
patients developed toxic manifestations suffi- 
ciently severe to cause treatment to be stopped 
This is described as ‘disturbing; but in no case 
was there any permanent ill-effect’. In 38 
(88%) of the 43 patients in the treated group 
who were followed for a year from the start of 
treatment, there was no bacteriological evidence 
of recurrence. Symptomatic improvement was 
generally satisfactory: e.g. the seven patients 
complaining of profuse and irregular men- 
struation all reported a return to a normal 
menstrual cycle. Of the 33 patients in the 
untreated group who were followed for a year, 
in 25 (76%) the endometrium still showed 
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bacteriological or histological evidence of 
tuberculosis. The report concludes: ‘Further 
trials have been in progress in which strepto- 
mycin and PAS are being compared with 
streptomycin and isoniazid and with isoniazid 
and PAS and different durations of treatment 
are being contrasted. While the present results 
are satisfactory in view of the short period of 
treatment, it is probable that longer periods 
comparable with those used currently in other 
forms of tuberculosis will prove even more 
effective’. 


Carcinoma of the Esophagus 


AN analysis of the results in the 314 new patients 
with carcinoma of the cesophagus treated at the 
Royal Marsden Hospital between 1936 and 1951 
is given by D. W. Smithers (Annals of the 
Royal College of Surgeons of England, January 
1957, 20, 36). Of the 65 ‘untreated’ patients 
95% died within six months and none survived 
two years. Of the 20 treated by resection, 60% 
died within six months and only one survived 
more than two years. Of the 229 treated by 
radiotherapy, 52% died within six months and 
9% lived for more than two years. Of the 
entire series, only 10 survived for more than 
five years: seven of the 198 treated by x-rays, 
two of the 31 treated by radium, and one of the 
20 treated by surgery. The results show that 
surgery is gaining its successes predominantly 
in the lower third of the esophagus where 
access and reconstruction are easy, and radio- 
therapy in the upper third where involvement 
of inaccessible lymph nodes below the dia- 
phragm is least common. For tumours in the 
middle third, radiotherapy is at present the 
treatment of choice: “With the minimum of 
discomfort, with a stay in hospital of a few 
weeks (usually most helpful for a starving 
patient who can then be properly fed and 
cared for) and with virtually no treatment 
mortality, the majority of these patients, 
treated by modern methods, swallow well 
again until their death. Their total survival 
time in comfort greatly exceeds that currently 
secured for the surgical group’. An appeal is 
made for closer cooperation between surgeons 
and radiotherapists: ‘they have their individual 
sites of maximum advantage, but competition 
to the patient’s disadvantage is still far too 
common’. The view is expressed that there is a 
place for combined treatment in some cases, 
either by preoperative irradiation or by the 
use of radioactive gold grain implants. 


Antacids 


In a detailed analysis of the effect of a wide 
range of antacids in 144 patients, most of whom 
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had peptic ulcers, Pentti Koskinen (Annales 
Medicine Interne Fennia, 1956, 45, supplement 
25) found that magnesium oxide (0.4 g.) was the 
most effective of those studied. It acted within 
fifteen minutes and maintained the reaction of 
the stomach and duodenum above pH 3.5 for 
forty-five minutes. Seventy-five minutes after it 
had been administered the pH was only 3.3, 
indicating that there was no acid rebound. The 
neutralization produced by sodium bicarbonate 
(1.2 g.) was only slightly inferior, and occurred _ 
fairly quickly, the maximum pH of the gastric 
contents (4.3) being reached in thirty minutes. 
The reaction of the stomach remained above 
pH 3.5 for an hour. The reaction of the first 
part of the duodenum dropped slightly below 
pH 3 after forty-five and sixty minutes. No 
definite reactive rebound acidity was noted. 
Sodium carboxymethylcellulose (10.6 g.), ‘am- 
berlite XE-58’ (2.3 g.), calcium phosphate (2 g.) 
and magnesium trisilicate (2.2 g.) all produced 
a slight and even neutralization of the gastric 
contents (pH = 3). Magnesium carbonate (0.8 g.) 
produced a rapid and definite neutralization but 
its effect was transient and there was some 
secondary rebound acidity. The antacid effect 
of calcium carbonate (0.8 g.) was not very satis- 
factory, and aluminium hydroxide (2 g.) and 
sodium lauryl sulphate (1 g.) had no effect 
upon gastric acidity. 


Cerebrosides and Disseminated 
Sclerosis 


Writinc from the Collip Medical Research 
Laboratory, University of Western Ontario, 
R. L. Noble et al. (Canadian Medical Association 
Journal, January 1, 1957, 76, 23) report the 
preliminary observations in a small group of six 
patients suffering from disseminated sclerosis 
who have taken a preparation of fatty acids 
from beef spinal cord cerebrosides continuously 
for periods of 7 to 17 months (average 12.5 
months). During the period of treatment none 
of the patients showed an exacerbation of the 
disease process or developed new lesions, and 
in one case an extensor plantar response reverted 
to normal. The opinion is expressed that ‘the 
results presented in this paper raise the possi- 
bility that the maintenance and function of the 
myelin sheath of nerves may be dependent on 
the specific nature of the fatty acid components 
of the cerebrosides which it contains, and also 
raise the question of an acquired deficiency in 
such acids being a causative factor. Because of 
the natural course of disseminated sclerosis and 
the number of patients treated, it could prove 
misleading and erroneous to attempt to draw 
any conclusions at this time’. On the other 
hand, it is felt that ‘the repetition of these experi- 
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ments should be considered at centres where 
large numbers of patients are available, and 
where a careful follow-up study can be made 
for the necessarily long periods of time re- 
quired’. A final warning is given that ‘until such 
studies are made the indiscriminate use of the 
material described or the implication to patients 
of a new form of therapy for disseminated 
sclerosis is quite unwarranted’. 


Methyl Phenidate in Narcolepsy 


MeEtuy1 phenidate (‘ritalin’) ‘appears at this time 
to be the drug of choice in the treatment of 
narcolepsy’, according to D. D. Daly and R. E. 
Yoss (Proceedings of the Staff Meetings of the 
Mayo Clinic, November 14, 1956, 31, 620) as a 
result of their experience with the drug in 25 
cases. The duration of the illness ranged from 
six months to 44 years, with a median of five 
years. Thirteen of the patients had cataplexy as 
well as narcolepsy. The initial dose was usually 
20 mg. thrice daily, and patients were asked to 
increase the dose daily until symptoms were 
reduced or undesirable side-effects appeared. 
It was found that the usual daily dose ranged 
between 60 and 80 mg. An assessment of the 
results shows that 12 patients obtained an 
‘excellent’ response (i.e. 75°% to complete re- 
mission), nine obtained a ‘good’ response (i.e. 
50 to 75% remission), two showed a ‘minimal’ 
response (i.e. less than 50% improvement), and 
in one case there was no improvement. Of the 
13 patients who also had cataplexy, eight ob- 
tained complete control of this, or a definite de- 
crease in the number and severity of attacks. It 
is reported that every one of the 21 patients 
who obtained ‘excellent’ or ‘good’ results con- 
sidered methyl phenidate to be superior to any 
other analeptic used. Side-effects were minimal, 
and consisted of slight ‘nervousness’, dryness of 
the mouth and a tendency to perspire freely. In 
one instance the drug had to be withdrawn be- 
cause of a generalized rash. It is stressed that 
flexibility in dosage to meet the requirements of 
the individual patient is essential if the best 
results are to be obtained. 


Penicillin V in Pneumonia 


PENICILLIN V is ‘a drug suitable’ for the oral 
treatment of mild and moderately severe 
pneumococcal pneumonia, according to R. 
Austrian and A. L. Winston (American Journal 
of the Medical Sciences, December 1956, 232, 
624). This opinion is based upon their experi- 
ence with 73 consecutive cases of mild and 
moderately severe pneumococcal pneumonia 
admitted to hospital during a period of one 
year. The dosage was 400,000 units twelve- 
hourly until the rectal temperature had been 


below 99.6° F. (37.5° C.) for seventy-two hours. 
Bacteriemia was present in 18 cases, and in no 
instance did this persist after twenty-four hours’ 
treatment with penicillin V. There were two 
failures in the series. One of these subsequently 
responded to intramuscular penicillin G. The 
other, the only death in the series, was a chronic 
alcoholic who died suddenly on the day after 
admission to hospital. No necropsy was per- 
formed. Although it was not used in this in- 
vestigation, it is recommended that in the 
routine treatment of pneumococcal pneumonia 
an initial parenteral dose of penicillin G should 
be given to ensure absorption and to lessen 
delay in the establishment of an effective con- 
centration of penicillin in the body. 


Sodium Gentisate in Acute 


Rheumatism 

On the basis of a small pilot trial, Captain 
Gerald Sandler, R.A.M.C. (Journal of the Royal 
Army Medical Corps, January 1957, 103, 27), 
reaches the conclusion that ‘there certainly 
appear to be greater advantages associated 
with the use of sodium gentisate than with 
either aspirin or sodium salicylate in acute rheu- 
matic fever’. His conclusions are based upon 
the findings in three patients treated with 
aspirin (20 grains [1.3 g.] five times daily), three 
patients treated with sodium salicylate (30 grains 
[2 g.] five times daily), and three patients 
treated with sodium gentisate (2 g. five times 
daily). The average length of time for relief of 
symptoms was 2 days for sodium gentisate, 
compared with 5.7 days for sodium salicylate 
and 4.7 days for aspirin. The average period 
required for a fall of the erythrocyte sedimenta- 
tion rate was 2.7 weeks for sodium gentisate, 
7 weeks for sodium salicylate, and 5 weeks for 
aspirin. The average duration of treatment was 
6 weeks for sodium gentisate, 12.7 weeks for 
sodium salicylate, and 7.3 weeks for aspirin. 
No side-effects were encountered in any of 
the patients receiving sodium gentisate, but 
anorexia, vomiting and tinnitus occurred 
in two of those receiving sodium salicylate and in 
two of those receiving aspirin. 


Epidemic Vomiting 

A stupy of six outbreaks of epidemic vomiting 
in Exeter has been made by G. P. McLauchlan 
(Medical Officer, January 25, 1957, 97, 47)- 
Three were school outbreaks, and three family 
outbreaks. The first school outbreak was in a 
nursery school, and only nine of the 37 children 
attending the school were involved. In the 
second, 78 children, two teachers and three 
kitchen hands were affected in a school con- 
sisting of 300 pupils, aged 7 to 11. Twelve 
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secondary cases occurred in the homes of 
affected children during the outbreak. The 
third was in a residential school for the deaf, 
and 14 of the 143 pupils were involved. The 
first family outbreak was a small one, in which 
a family of father, mother and 11-month-old 
son were all involved. The second involved 
two families living next door to each other, 
and in the third four out of six members of the 
family were affected. 

Of the six outbreaks, only one was in the 
winter. The pattern of the outbreaks suggested 
that spread was airborne but, as it is known that 
the virus is excreted in the feces, the possibility 
of the infection being passed in the food cannot 
be excluded. The incubation period was 
twenty-four to seventy-two hours. The most 
common presenting symptom was nausea or 
vomiting, or both. The onset of vomiting was 
often abrupt. Diarrhoea occurred in less than a 
third of the patients. Frontal headache, often 
quite severe, was complained of by a number 
of the patients, both adults and children. In 
none of these outbreaks did any of the patients 
complain of giddiness. None of the children 
were severely affected and recovery was rapid 
after the cessation of symptoms. 


Cortisone in Leprosy 

“THERE is a definite place for the use of cortisone 
and corticotrophin in certain acute complica- 
tions of leprosy and of sulphone therapy’, 
according to W. H. Jopling and R. G. Cochrane 
(Leprosy Review, January 1957, 28, 5). The most 
important of these is erythema nodosum lepro- 
sum, an allergic phenomenon which may occur 
in lepromatous leprosy during the stage of the 
disease when the bacilli are becoming granular. 
A five-day course of cortisone—100 mg.—75 
mg.—50 mg.—25 mg.—12.5 mg.—will often 
prove adequate Alternatively, a five-day course 
of ACTH gel may be given—40 mg.—30 mg.— 
20 mg.—10 mg.—5 mg. Sulphone treatment 
must be continued throughout, but it may 
prove desirable to make a reduction in dosage. 
The fact that sulphone treatment need not be 
stopped is one of the great advantages of the 
use of these hormones, and the authors are 
satisfied that ‘early fears of aggravating the 
underlying leprosy have proved unfounded’. 
Should the reaction not be controlled by a 
five-day course, treatment must be continued 
for as long as required, using the smallest 
effective daily dose and persevering with 
sulphone. 

For the treatment of iritis, iridocyclitis and 
scleritis occurring as allergic reactions in 
lepromatous therapy, the instillation of 1% 
hydrocortisone acetate or cortisone acetate eye- 
drops is recommended. For severe or persisting 


neuritis occurring during sulphone therapy, the 
intra-neural injection of 1 to 2 ml. of equal 
parts of 2% procaine and a suspension of 
hydrocortisone (25 mg. per ml.) is recom- 
mended. For acute sulphone sensitization the 
following daily dosage schedule is suggested as a 
basis. Cortisone: 200 mg.—175 mg.—150 mg.— 
125 mg.—100 mg.—75 mg.—50 mg.—25 mg.— 
12.5 mg. Alternatively, corresponding doses of 
corticotrophin, prednisone or prednisolone 
may be used. 


Myxaedema Due to Cobalt 


Because of the ‘severe myxcedematous state’ 
that it may produce, J. S. Robey, P. M. Veazey 
and J. D. Crawford (New England Journal of 
Medicine, November 15, 1956, 255, 955) urge 
that cobalt should only be used in the treatment 
of anemia when there are precise indications for 
its use. They give details of a severe case of 
myxcedema in a 17-month-old girl directly 
attributable to cobalt. This child, who had been 
found to have a hemoglobin of 9 g. per 100 ml., 
had been given a mixture containing ferrous 
sulphate and cobaltous chloride over a period 
of twelve weeks. The daily dose had been 0.6 
ml. of the preparation—equivalent to 40 mg. of 
cobaltous chloride, or 4 mg. per kg. body 
weight. On admission to hospital she was found 
to have a severe degree of myxcedema, with 
considerable enlargement of the thyroid gland. 
Three days after admission she developed con- 
gestive heart failure. Treatment consisted in 
immediate discontinuation of the cobalt mixture, 
and the administration of thyroid extract. The 
child made a complete recovery. 


Colloidal Zinc Borate in Rhinology 


SATISFACTORY results are reported by M. Aubry 
and G. Senechal (Bruxelles-Médical, January 20, 
1957, 37, 97) from the use of a 0.2% solution 
of colloidal zinc borate in the treatment of 
various forms of rhinitis. In vitro experiments 
are reported indicating that this solution does 
not interfere with ciliary activity. The solution 
was applied four or five times daily by an 
atomizer or in the form of nasal drops. Of 19 
cases of acute sinusitis, 10 cleared up when 
treated by five applications daily of this solution 
given by means of an atomizer. The remaining 
nine were treated by antral puncture and lavage. 
Good results were obtained in 25 out of 30 
cases of mucopurulent rhinitis, and in 10 out 
of 18 cases of chronic purulent rhinitis after 
fifteen days’ treatment. The solution was also 
found of value in the postoperative management 
of patients who had undergone operations on 
the nose. It is also said to be of value in the 
symptomatic treatment of vasomotor rhinitis. 
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REVIEWS OF BOOKS 


Diagnosis and Treatment of Peripheral 
Vascular Disorders. By Davip 1. ABraM- 
SON, M.D., F.A.Cc.P. London: Cassell & 
Co. Ltd., 1957. Pp. xv and 537. Figures 
80. Price £5 5s. 


THE author of this volume states in his preface 
that his purpose has been to make knowledge 
of its contents accessible to the busy family 
physician. Britain’s busy family physicians will 
note that the book has over five hundred pages 
and costs five guineas. It is really a comprehen- 
sive textbook suitable for detailed reading by 
trainees in consultant medicine and surgery and 
useful for reference by many others. The layout 
is unusual in that the anatomy and physiology 
are collected at the end instead of forming an 
introduction, presumably on the supposition 
that this facilitates the skipping which this 
section often gets in any case. Its comprehensive 
character is shown by the large amount of space 
devoted to pathological conditions of veins and 
lymphatics and by the inclusion of sections on 
erythema nodosum, glomus tumours and Bazin’s 
disease, although the balance of emphasis is 
naturally weighted in favour of those aspects of 
the subject, and especially the investigation and 
medical treatment of arterial insufficiency, to 
which the author has himself made notable 
contributions. 

There are good sections on the tests used for 
arterial insufficiency and a pleasing emphasis 
on the value of simple bedside observations such 
as the palpation of pulses and the assessment of 
temperature and colour as opposed to the more 
complex instrumental investigations so often 
overstressed. Treatment receives that detailed 
exposition (including even the names of the 
drug firms and instrument makers) which is so 
often lacking in British textbooks. The American 
authorship is also evident in the fact that the 
active treatment of chilblains is fobbed off with 
only four lines, and that acrocyanosis is listed 
among the ‘rare vascular disorders affecting the 
extremities’. The late Sir Thomas Lewis would 
certainly have reacted violently to the promin- 
ence given to sympathetic hypertonus as a cause 
of disease. He might, howéver, have shed a tear 
to see intermittent venous occlusion so soon and 
so firmly linked with ‘pavaex’ boots and oscil- 
lating beds, and Buerger’s exercises as agreeable 
occupations never yet proved to do harm. 

This is, in fact, a good textbook on the subject 
by an author of experience and judgment, clearly 
written, well printed, and moderately well 
illustrated. 


Human Ovulation and Fertility. By EyMoND 
J. Farris, Pa.p. London: Pitman Medical 
Publishing Co. Ltd., 1956. Pp. xiii and 
159. Figures 35. Price Sos. 


Tuts book can be regarded as a companion to 
the author’s earlier volume on male fertility and, 
as did that volume, it collects together material 
most of which has already been published as 
papers in various medical and scientific journals. 
He is concerned mainly with a quest for pre- 
cision in the diagnosis of the occurrence of 
ovulation and especially the close timing of that 
event. The key to this problem, in the author’s 
hands, is the ‘rat ovary hyperemia test’, which he 
devised and has now used with great effect since 
1946. The reviewer has no doubt that the 
responses as described by Farris do indeed occur, 
but, for reasons which remain largely obscure, 
few other workers have been able to duplicate 
Farris’s response. There is much else that is 
original in the book. Farris has devised a 
formula, based on his experiences with the rat 
test, for determining the optimum time of con- 
ception, and another which he considers to be 
an improvement on other methods of deter- 
mining the ‘safe period’ for contraceptive pur- 
poses. He gives data on the effects of thyroid 
medication and of pituitary irradiation on the 
ovulation response as reflected by the rat test; 
and he describes a simple method of early 
pregnancy diagnosis which depends upon match- 
ing the colour of the cervix with a series of 
standards. 

The book contains much of interest for all 
interested in problems of human reproduction. 


Natural Childbirth. By H. B. ATLEE, M.D., 
F.R.C.S. Springfield, Illinois: Charles C 
Thomas; Oxford: Blackwell Scientific 
Publications, 1956. Pp. v and 79. Figures 
8. Price 21s. 


THE term ‘natural childbirth’ covers a consider- 
able body of ideas and practices and there is 
now a good deal of literature about it—too 
much, some may feel. Yet this is to be expected, 
since it concerns one of the inescapable, uni- 
versal activities of life, one in which many 
emotions and ideas are involved. It is being 
thought about in many parts of the world, and 
different approaches are developing. This is 
all to the good, since the worst that could happen 
is that ‘natural childbirth’ should come to mean 
simply some particular cult or ritual. Yet since 
childbirth is so universal certain age-old observa- 
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tions hold true. It is interesting to see expressions 
of these emerging in the writings and conversa- 
tions of practitioners of natural childbirth. 

There is much in this book that is familiar, 
yet the author brings his own particular per- 
sonality to bear on the subject. His methods are 
based on the pioneer work of Grantly Dick 
Read, to whom acknowledgment is properly 
given, but are influenced by Canadian practice 
which differs in some respects from ours. It 
lacks, for example, our excellent midwifery 
service and special arrangements have to be 
made to supply suitable companionship during 
the first stage of labour. The author makes some 
suggestions about ways of doing this. The 
mothers are given an analgesic agent only if 
they ask for it and are rather strongly warned of 
its dangers. This policy, as many of us know, 
can lead to a new source of tension, but here 
again it is due to the practice of the country 
where the author works, in which there has for 
some years been such an overdependence on 
analgesia that there is inevitably a reaction 
against it. There are some interesting sug- 
gestions about architecture and arrangement of 
a maternity unit. 

The language is a little too conversational for 
some tastes but the observations are shrewd, 
practical and humane. All in all the book can be 
recommended as well as any other as a small but 
common-sense introduction to the subject. 


Minimal Pulmonary Tuberculosis Found by 
Mass Radiography (Fluorography). By 
V. H. SPRINGETT, M.D., M.R.C.P. London: 
H. K. Lewis & Co. Ltd., 1956. Pp. xiv 
and 233. Illustrated. Price 42s. 


THISs is a report to the Prophit Committee of the 
Royal College of Physicians of a follow-up of 
people found by mass radiography to have small 
tuberculous lesions. Cases were collected from 
one stationary and one mobile unit in London 
between January 1946 and October 1948 and 
were all followed up for at least five years. A 
period of rapid change in tuberculous therapy is 
thus covered, but during the initial years, during 
which the most important observations were 
made, chemotherapy was not used so that the 
survey does provide valuable information about 
the natural history of small tuberculous lesions 
in the absence of chemotherapy. The presenta- 
tion is exemplary and provides full information 
and illustrations of the types of radiographic 
abnormalities included, the background, social 
and occupational, of the patients and the results 
of initial clinical and bacteriological findings. 
The chest physician will find this book a rich 
source of information to which he will often 
wish to refer. The general practitioner will be 


most interested in the final chapter on manage- 
ment where criteria are given for the important 
decision as to whether the discovery of a minimal 
tuberculous lesion should be followed by regular 
observation or active treatment. Dr. Springett is 
to be congratulated on an investigation that was 
skilfully planned and carefully executed and 
upon a clear and scholarly report. 


Postural Drainage. By FE. WINIFRED 
THACKER, M.C.S.P. London: Lloyd Luke 
(Medical Books) Ltd., 1956. Pp. viii and 
56. Figures 37. Price 8s. 6d. 


Tue object of this publication is ‘to illustrate 
the technique of postural drainage’ as applied to 
the treatment of respiratory disease. After an 
introductory chapter on anatomy and physi- 
ology, the text is concerned with the principles 
governing postural drainage and the correct 
technique of breathing; throughout the em- 
phasis is laid upon the practical aspect of the 
subject. The correct position to be adopted for 
the drainage of each individual lung segment is 
illustrated by a photograph beneath which is a 
diagram of the bronchus concerned. This 
expresses the matter in the clearest terms. 
Children, the elderly, and emphysematous 
patients are considered as special problems and 
many valuable hints are given on the manage- 
ment of such patients. Preoperative and post- 
operative treatment is given in detail with 
separate reference to thoracoplasty and plombage. 

This book is admirable and can be recom- 
mended. 


Diseases of the Breast. By C. D. HAAGENSEN, 
M.D. Philadelphia and London: W. B. 
Saunders Co., 1956. Pp. xviii and 751. 
Figures 404. Price £5 12s. 


Tuts excellent book is above all a work of 
reference. The working surgeon will find prac- 
tical information and wise advice in every 
chapter. The first, on the anatomy of the 
mammary gland, is masterly; it contains a wel- 
come discussion, scholarly and factual, on the 
lymphatic drainage of the breast to the nodes 
along the internal mammary artery. The chapter 
on diagnosis is clear, and illustrated by excellent 
photographs. That on etiology contains con- 
vincing proof from many countries that normal 
function is the surest preventive of breast cancer. 
Chapter 19, on the natural history of cancer of 
the breast, is one of the most helpful—packed 
with the wisdom of experience. The account of 
the radical operation for cancer as performed by 
the author is the best written and the best illus- 
trated description to be found in any book today. 

Dr. Haagensen speaks with the great authority 
of the Presbyterian Hospital, and of a large 
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personal series, carefully recorded and analysed, 
behind him. He is an American and a Halstedian, 
with all that that implies. His results in cancer 
are better than most, but they involve a prelimin- 
ary screening to exclude incurable cases which 
may involve biopsy of the intercostal nodes, 
and even drill biopsy of the lumbar vertebra— 
precautions that few British surgeons would 
countenance. Like Halsted, his contacts outside 
the States are chiefly with the Continent of 
Europe. British surgery is seldom mentioned, 
and British figures are on the whole neglected. 

Having made these unkind and insular com- 
ments, your reviewer would add that he has 
seldom enjoyed a book more or derived greater 
benefit. It is one that every library must buy and 
that every surgeon should read. 


Lehrbuch der Tropenkrankheiten. Edited by 
Pror. Dr. Ernst GeorG Nauck. Stutt- 
gart: Georg Thieme, 1956. Pp. viii and 
432. Figures 125. Price DM 64. 

Tuis is the first textbook on tropical medicine 

published in the German language since 1942. 

It is a welcome addition to the literature on the 

subject. The skilfully and clearly written text 

is studded with useful diagrams and beautifully 
reproduced half-tone and coloured plates. The 
arrangement of the book is a little unusual in 
that there are no formal chapters, each subject 
being treated within certain major divisions as 
follows: arthropods as transmitters and vectors 
of disease ; helminth diseases ; protozoal diseases ; 
spirochztal diseases ; bacterial diseases ; rickettsi- 
oses ; tropical virus diseases ; mycoses ; nutritional 

conditions; diseases of various etiologies (e.g. 

bartonellosis, tropical ulcer; poisonous animals). 
Professor Nauck is to be congratulated on a 

first-class book which covers the essentials of the 
subject with complete clarity. 


Glasgow Common Lodging Houses and the 
Pecple Living in Them. By Stuart I. A. 
LAIDLAW, M.D., PH.D., F.R.F.P.S.G., D.P.H., 
p.P.A. Glasgow: Health and Welfare 
Committee of the Corporation of Glas- 
gow, 1956. Pp. 261. Illustrated. Price 30s. 

Stuart LaIpLaw’s thesis, for which he was 

awarded the Ph.D. of the University of Glasgow 

in June 1955, only a few days before his un- 
timely death, has been published on the instruc- 
tion of the City’s health and welfare committee. 

It is an account of a socio-medical survey 

designed to learn more about a little understood 

problem and its significance to public health. 

There has been nothing like it since Henry 

Mayhew’s study of common lodging-houses in 

his ‘London Survey (1851-62)’. 

The City of Glasgow has 19 common lodging 


houses with 4,893 beds and approximately 3,600 
residents (of whom 400 are females). Laidlaw 
took a sample of 800, consisting of 20 per cent. of 
the men and 50 per cent. of the women. The 
sample was not random. It was carefully selected 
to ensure that it was ‘a fair section of the 
inhabitants’. The interviewing covered three 
years and involved 700 visits. Many of the 
findings, upon which Laidlaw comments with 
shrewd perception, are of exceptional interest. 
The common lodging house, which takes the 
elderly and disabled, and much of the flotsam 
and jetsam of society, Laidlaw, as many before 
him, saw as an essential institution in an over- 
crowded city. Many of the inhabitants are of 
‘such low mental calibre and poor behaviour 
that they could reside nowhere else. To intro- 
duce them as lodgers into the family circle of a 
decent home would be to court disaster’. The 
alternative to the common lodging house, even 
in a welfare state, is not easy to find. Cheapness, 
privacy and liberty, the main assets, cannot easily 
be secured in other ways. 

Laidlaw’s survey will remain long as a monu- 
ment to a medical officer of health, great even 
according to the standards and tradition of 
Glasgow. 


Soranus’ Gynecology. Translated by Owset 
TEMKIN, M.D. Baltimore: The Johns 
Hopkins Press; London: Cumberlege, 
1956. Pp. xlix and 258. Figures 2. Price 
40s. 


WE have to thank the United States for several 
important ventures in rendering the Classics 
available to us in easily read editions. The Loeb 
series springs to mind as an example. Now we 
should be grateful to the team of experts who 
have produced this eminently readable edition of 
Soranus’ Gynecology. The translation is the 
responsibility of Dr. Temkin, but he has been 
advised by Dr. Edelstein as a classicist, by 
Professor Eastman as an obstetrician, and by 
several other experts. The production reads as 
if it has been a work of pleasure and care. It 
should be read by every gynecologist or prac- 
titioner who is interested in the history of his 
art, as Soranus was one of the most eminent 
medical writers of antiquity and was singularly 
free of superstition. 

There is something almost touchingly Vic- 
torian here. On the one hand we have the 
interested band of workers in medical history 
undertaking the translation as an earnest group 
reminding us of times gone by in England, and 
on the other hand some of the advice of Soranus 
has a Victorian flavour too, for example his 
remarks on the choice of a wet nurse. The book 
reminds us that the great minds of the past could 
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arrange their thoughts on a scientific subject in 
a strikingly modern order and manner. 


NEW EDITIONS 

The Practice of Medicine, edited by Jonathan C. 
Meakins, C.B.E., M.D., LL.D., in its sixth edition 
(Henry Kimpton, £6) has an editorial board of 
24, and a list of 86 contributors. The great 
majority of these are drawn from the United 
States, with a few from Canada and two from 
the United Kingdom. The names in the list of 
associate editors and contributors include some 
of the best known on the other side of the 
Atlantic. This, together with the skill with 
which Professor Meakins has managed his large 
team, has resulted in the production of a book 
which holds its place as one of the outstanding 
textbooks in medical literature. As a reference 
book, with the emphasis always on the clinical, 
rather than the theoretical, aspects of medicine, 
it can be unreservedly recommended to all 
physicians, whether in consulting or general 
practice. 


Whitla’s Dictionary of Medical Treatment in its 
ninth edition (Bailliére, Tindall & Cox, 52s. 6d.) 
is edited by R. S. Allison, M.D., F.R.c.P., and 
T. H. Crozier, M.D., F.R.Cc.P., and has been 
entirely rewritten. To make room for advances 
in knowledge, surgical, gynecological and ear, 
nose and throat topics have been omitted. It is 
difficult to realize that it is 66 years since this 
book first appeared. During the intervening 
years it has served many generations of prac- 
titioners as a useful authoritative, quick- 
reference guide to therapy. The new edition 
continues to subserve this useful function, and 
the Belfast Medical School has every reason to 
continue to be proud of this contribution to 
medical literature. 


Progress in Clinical Medicine, edited by Ray- 
moni Daley, M.D., F.R.c.p., and Henry Miller, 
M.D., F.R.C.P., in its third edition (J. & A. 
Churchill Ltd., 40s.) maintains the high standard 
of its predecessors. The chapter on psychiatry has 
been omitted, to be replaced by two new chap- 
ters: one on ‘the care of the aged’, and one on 
‘radioactive isotopes in medicine’. The editors 
have been well served by their team of ten 
contributors. The general practitioner will find 
it a useful reference book. 


An Introduction to Dermatology, by G. H. 
Percival, M.D., PH.D., F.R.C.P., D.P.H., in its 
twelfth edition (E. & S. Livingstone, 45s.).— 
This is the twelfth edition of the book pub- 
lished originally by the late Sir Norman 
Walker. In a book of this size it is always 
difficult to achieve a sense of balance but, as in 
previous editions, this balance has been well 
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maintained, the common things being dealt 
with fully whilst the rare exotic dermatoses are 
left for the large fully comprehensive tomes. The 
inclusion of erythema induratum scrofulosorum 
(Bazin’s disease) in the sarcoid group of diseases 
is not in accord with generally accepted teaching. 
The illustrations are numerous. Those in colour 
are good with the exception of the histological 
pictures. The black and white photomicro- 
graphs are much better than the hazy coloured 
sections. 

This book can be recommended to medical 
students and to those requiring, as the title 
suggests, an introduction to dermatology. 


Textbook of Biophysical Chemistry, by Edward 
Staunton West, PH.D., in its second edition 
(Macmillan Co., 35s.) is a revised version of a 
book originally known as ‘Physical Chemistry 
for Students of Biochemistry and Medicine’. It 
provides an excellent account of a number of 
physico-chemical topics together with dis- 
cussions of their biochemical significance. 
Among the subjects with which the book deals 
are atomic structure and valence; gases and 
solutions; electrolytic dissociation; acids, bases 
and buffers; osmotic pressure; colloidal and 
membrane phenomena; chemistry of respira- 
tion, acid-base balance, electrolyte and water 
balance; biological oxidation and reduction; 
chemical energetics; the velocity of reactions. 
An important feature is that the author has 
wisely taken into account the possibility that 
the reader’s knowledge of mathematics may be 
rather limited, and he has therefore stressed 
various points of elementary mathematics 
necessary for the understanding of the physico- 
chemical principles he is describing. This is an 
admirable book and one which can be recom- 
mended to all those who seek an introduction to 
biophysical chemistry which is both readable 
and authoritative. 


Blakiston’s New Gould Medical Dictionary, 
edited by Normand L. Hoerr, M.p., and Arthur 
Osol, PH.D., in its second edition (McGraw- 
Hill Book Co. Inc., 86s. 6d.) has been brought 
up to date and maintains its status as one of the 
standard reference books in medicine. It is 
said to contain 12,000 new terms. The laudable 
desire to be up to date has perhaps been carried 
to excess by the inclusion of drugs still in the 
experimental stage, but in a dictionary this is 
erring on the right side. 





The contents of the April issue, which will contain 
a symposium on ‘Radioactive Isotopes’ will be found on 
page A120 at the end of the advertisement section. 





Notes and Preparations see page 389. 
Fifty Years Ago see page 393. 
Motoring Notes see page A75. 

Travel Notes see page A79. 
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Haemophilus influenzae 
in chronic bronchitis this organism may be 
found in as many as 80 per cent. to 90 per cent. 

of patients with purulent sputum. 

Lancet, 1954, ii, 839 

Haemophilus influenzae 
in acute mucopurulent  tracheobronchitis 
H. influenzae may be isolated in about 83 per cent. 
of cases and in 48 per cent. in practically pure culture 
Proc. Roy. Soc. Med., 1956, 49, 773 


Haemophilus influenzae 
may be inhibited in vitro by concentrations of 
oleandomycin as low as 0°078 microgramme/ml. 


Antibiot. Ann. 1954/55 p. 287 
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OLEANDOMYCIN 


The ROCHE Antibiotic 


Packings: Capsules of 100 mg. and 250 mg. in boxes of 12 and 100. 


ROCHE PRODUCTS LIMITED 
15 MANCHESTER SQUARE, LONDON, W.1. 
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Natural Calm 
at the Menopause 


Difficult years, sometimes, but when 


menopausal symptoms are manifest, the ideal treatment is 


provided by the skilfully balanced 


combination of hormones in Mixogen 


MIXOGEN 


Literature and sample on request 





BRETTENHAM HOUSE, LANCASTER 


Telephone: Temple Bar 6785/6/7, 0251/2 





each tablet contains : 


Ethinyloestradiol B.P. 0.0044 mg. 
Methyltestosterone B.P. 3.6 mg. 


dosage : 


1-2 tablets daily, reducing when 
possible. 


Tubes of 25—Bottles of 100. 


‘@) RGANON LABORATORIES LIMITED 


PLACE, LONDON, W.C.2 
Telegrams: Menformon, Rand, London 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘BIOTEXIN’ tablets each contain 125 mg. of the 
mono-sodium salt of novobiocin, which has 
‘intensive bactericidal activity’ against staphy- 
lococcal infections including those resistant to 
other antibiotics. Issued in bottles of 32 and 
100 press-coated tablets. (Glaxo Laboratories 
Ltd., Greenford, Middlesex.) 


‘Coactyw’ tablets each contain o.5 mg. of pred- 
nisone, 300 mg. of acetylsalicylic acid, 160 mg. 
of aluminium hydroxide and 30 mg. of mag- 
nesium trisilicate. They are indicated in ‘rheu- 
matoid conditions of mild or average severity’ 
and in ‘allergies and hypersensitivity’. (Distri- 
buted by Fassett & Johnson Ltd., 86 Clerken- 
well Road, London, E.C.1.) 


‘FEMERITAL’ tablets each contain 100 mg. of 
dibutamide, 125 mg. of salicylamide, 125 mg. 
of phenacetin and 25 mg. of caffeine, and are 
intended for the treatment of primary dys- 
menorrheea. Available in units of 6 tablets in 
sealed foil, in cartons of 30 and packs of 504. 
(M.C.P. Pure Drugs Ltd., 86 Strand, London, 
W.C.z2.) 


“MATROMYCIN’ capsules each contain 250 mg. 
of oleandomycin, which is active against ‘a wide 
range of gram-positive organisms, particularly 
staphylococci, streptococci and pneumococci’ 
and also ‘ some gram-negative bacteria’. Issued 
in bottles of 12 and 100 capsules. (Pfizer Ltd., 
137-139 Sandgate Road, Folkestone, Kent.) 


‘“PREMARIN’ intravenous injection’ is a prepara- 
tion of ‘conjugated cestrogens (equine) specially 
prepared for intravenous injection’, but it can 
also be given by the intramuscular route. It is 
said to have been used successfully in “hemor- 
rhages of the ear, nose and throat, gastro- 
intestinal system and genito-urinary system’, 
and in ‘intra-ocular hemorrhage, hematemesis 
and hemoptysis due to carciioma’. Issued in 
vials containing 20 mg. of water-soluble con- 
jugated cestrogen expressed as sodium cestrone 
sulphate, with 5 ml. of sterile diluent containing 
0.5% phenol. (Imperial Chemical (Pharma- 
ceuticals) Ltd., Fulshaw Hall, Wilmslow, 
Cheshire.) 


PHARMACEUTICAL NOTES 
Boots Pure Druc Co. Lrtp. announce that 
secretin and pancreozymin are now available in 
pure and stable form for clinical use in the 
investigation of disorders of the pancreas and 
gall-bladder. Secretin is supplied in 10-ml. 


rubber-capped vials of 100 units, and pancreo- 
zymin in 25-ml. rubber-capped vials of 100 
units, both preparations being in the form of 
powder. In this form they retain their activity 
almost indefinitely at room temperature or 
below. Detailed literature is available on request. 
(Station Street, Nottingham.) 


Cuxson, Gerrarp & Co. Ltp. announce the 
introduction of the ‘ampin’ emergency tin for 
use in ‘those first aid boxes and posts where 
morphine or its equivalent must be always at 
hand’. This contains, for subcutaneous injec- 
tion, six ‘ampins’ of either morphine sulphate 
(16 mg.) or an equivalent dose of ‘tetrapon’ 
(a mixture of alkaloids of opium). Also included 
in the tin are six tie-on labels stating that mor- 
phine has been given, and on the inside of the 
lid there are clear pictorial instructions for use. 
(Fountain Lane, Oldbury, Birmingham.) 


Hanworth Foop Propucts Ltp. announce the 
introduction of their ‘dietade’ range of ‘canned 
foods for sodium reduced diets’. No salt is 
added to the products but ‘a full flavour is 
nevertheless achieved by the use of sodium free 
condiments’. The average sodium content is 
I mg. per ounce. The first of these foods to be 
issued are ‘processed peas, garden mint fla- 
voured’ and ‘beans in tomato sauce’. Available 
in tins of 8 oz. and for hospital use in tins of 
16 and 30 oz. (Dietetic Foods Division, Coln- 
brook, Bucks.) 


Prizer Ltp. announce that their hydrocortisone 
preparation, ‘cortril’, is now available in the 
form of a lotion. This is in two strengths 
(0.5% and 1% of hydrocortisone free alcohol in 
an aqueous vehicle) and is supplied in 20-ml. 
plastic bottles. (137-139 Sandgate Road, Folke- 
stone, Kent.) 


Warp, CassENNE LTD. announce the introduc- 
tion of ‘deltalone’ brand prednisone and ‘hydro- 
deltalone’ brand prednisolone. Both prepara- 
tions are available in buffered tablets of 1 mg. 
or 5 mg., in bottles of 30, and ‘hydrodeltalone’ 
is also available as an ointment (tubes of 5 g. 
or 15 g.), a8 an eye ointment (tubes of 3 g.), 
as eye drops (bottles of 3 ml.) and for intra- 
synovial injection (vials of 3 ml.). (Distributed 
by Fassett & Johnson Ltd., 86 Clerkenwell 
Road, London, E.C.1.) 


FORTHCOMING CONFERENCES 
Tue International Society for the Welfare of 
Cripples will hold its seventh world congress at 
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Church House, Westminster, London, S.W.1, 
from July 22 to 26, 1957. The general theme 
will be ‘Planning for Victory Over Disable- 
ment’. Registrations must be received by May 1. 
Further details may be obtained from the Con- 
gress Secretary, 34 Eccleston Square, London, 
S.W.1. 


An International Symposium on Psychotropic 
Pharmacology will be held in Milan from May 9 
to 11, 1957. Registrations must be received by 
April 15. Full details may be obtained from the 
Secretariat, Via A. del Sarto, 21, Milan. 


The Promotion of Health will be the subject for 
discussion at a summer school organized by the 
Central Council for Health Education, to be 
held at Reichel Hall, University of North Wales, 
Bangor, from August 20 to 30, 1957. Application 
forms and further details may be obtained from 
the Medical Director, Central Council for 
Health Education, Tavistock House North, 
Tavistock Square, London, W.C.1. 


PRESCRIPTIONS FOR DIABETICS 
THE medical subcommittee of the British Dia- 
betic Association has now clarified with the 
Ministry of Health some financial alleviations 
for diabetic patients on the new prescription 
regulations. The position now is that supplies 
of needles, spirit, testing tablets and insulin can 
be prescribed for three months or more, de- 
pending upon the doctor’s view in the individual 
case. One shilling only per item will be payable 
irrespective of the quantity ordered. 


HOSPITAL COSTS IN SCOTLAND 
‘THE average weekly cost of maintaining a patient 
in general hospitals in Scotland (excluding the 
major teaching hospitals) during the year ended 
March 31, 1956, was £16 os. 6d., an increase of 
6.9% over 1954-55. The comparable cost in the 
teaching hospitals was {17 6s. 10d., an increase 
of 5%. The cost varied considerably in different 
types of hospitals, ranging from £5 1s. od. in 
mental deficiency hospitals to £19 19s. 4d. in 
maternity hospitals. For every {£1 spent in 
treating and maintaining an inpatient (excluding 
specialist service salaries), 10s. 10d. was spent 
on salaries and .wages, 3s. 1d. on provisions, 
1s. 5d. on drugs, dressings, patients’ clothing, 
and bedding, 2s. 6d. on domestic repairs, and 
2s. 2d. on overheads. The cost for each out- 
patient attendance was 8s. 8d. 


THE DOCTOR’S DISEASE 
In Scotland the death rate from all causes is 
highest among the professional and managerial 
classes, according to the annual report for 1955 
of the Registrar General for Scotland. Within 


this group, however, there are wide differences. 
The death rate is well below the average among 
teachers and scientists, but well above the 
average among managers, doctors, and middle- 
grade and senior civil servants because of the 
particularly high incidence of coronary throm- 
bosis among them. Coronary thrombosis remains 
the principal single cause of death among all 
classes, higher rates from this cause occurring 
mostly among persons in occupations which do 
not involve physical labour. Doctors head the 
list, with a rate more than 70%, above normal. 
They are closely followed by senior civil servants 
and managers. Figures for deaths from carcinoma 
of the lung show that these are less frequent 
amongst agricultural workers than any other 
major group. 

There is a noticeable tendency towards earlier 
marriage. In 1954, the latest year for which 
figures are available, 45°% of the men who 
married were under 25, compared with only 
28% in 1938. The comparable figures for women 
are 65°, in 1954 and 49% in 1938. Despite this 
tendency towards earlier marriage, the propor- 
tion of married persons in the population 
between 15 and 20 is still a good deal lower in 
Scotland than in the other main English- 
speaking countries. 


CANCER OF THE BREAST AND 

UTERUS 
BETWEEN 1920 and 1953, cancer of the breast 
mortality increased by more than 100% in nine 
countries, including Denmark, Australia and 
New Zealand, and increased by more than 50°, 
in the United Kingdom, Switzerland and the 
United States. These figures are given in a 
review of the subject by Dr. M. Pascua, director- 
consultant on health statistics for the World 
Health Organization (Bull. Wid Hlth Org., 
1956, 15, 5). The lowest death rate was in Japan 
(3.3 per 100,000 women), whilst the highest 
rates were in England and Wales (35.7), Den- 
mark (32), Scotland (30.8) and Switzerland 
(30.5). 

In the case of cancer of the uterus, mortality 
has either been stationary or has actually de- 
creased. The most definite decline has been in 
England and Wales, Scotland, Switzerland and 
the United States. An exception to this tendency 
is Denmark where the crude mortality has 
increased somewhat. In 1953, the mortality rates 
for cancer of the uterus were 22.6 per 100,000 
women in Denmark, compared with 19.3 in the 
United States, 17.8 in Scotland, and 10.9 in 
Ireland. 


DONOR EYES FOR CORNEAL GRAFTS 
Tuere is still a shortage of donor eyes for 
corneal grafts, according to G. J. Romanes 
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Ph.6097/2 


HE timely administration of ‘S-Mez’ in the treatment of the 
T pneumonias, bronchitis, tonsillitis and upper respiratory infections, 
undoubtedly gives the best chance of a rapid recovery. 

Furthermore, a small daily prophylactic dose of ‘S-Mez’ is of con- 
siderable benefit in children subject to recurrent infections of the upper 
respiratory tract, especially when they are awaiting tonsillectomy and to 
prevent the recurrence of rheumatic fever. 


‘S-M EZ’ is short for “Sulphamegathine’ 


(Sulphadimidine B. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
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He’s heard 


the call... 
for VI-DAYLIN 


TRADE MARK 


AT VITAMIN TIME it’s never a problem 
to get children to take VI-DAYLIN. 

This pleasant vitamin supplement can 
be added to milk or juices, or given 
direct from the spoon. VI-DAYLIN has 

a carefully balanced formula... has no 
objectionable odour ... will not stain 


clothes ...andis stable at room 


temperature. Available 


in 90 cc. bottles. 













Each § cc. of VI-DAYLIN contains :— 


Vitamin A 3, 


Vitamin D (Viosterol) B.P. 
Aneurine Hydrochloride 8.P. 
Riboflavine, 8B.P. 

Ascorbic Acid, 8.P. 
Nicotinamide, 8.P. 
Pyridoxine Hydrochloride 





000 i.u. 
800 i.u. 
1.5 mg. 
1.2 mg. 
40 mg. 
10 mg. 


0.5 mg. 


ABBOTT LABORATORIES LTD: PERIVALE - GREENFORD - MIDDLESEX 
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NOTES AND PREPARATIONS 


(N.O.T.B.A. Bulletin, January 1957). The 
number of eyes donated rose to 118 in 1953, 
the year in which the Corneal Grafting Act 
came into force, but fell to 50 in 1954. The 
latest available figures show that 83 eyes were 
donated in the first half of 1956. It is suggested 
that practitioners can help considerably by men- 
tioning the matter of becoming a donor to their 
patients. The sooner the eye is removed the 
better, and the upper limit is usually within ten 
hours of death. The donor eye should be healthy 
and without corneal scars or other lesions. The 
presence of a fundus or other intra-ocular 
abnormality, apart from inflammation, is of little 
consequence. Donor material from old persons 
is more suitable than when obtained from the 
very young. 


ANTIBIOTICS IN FRANCE 

Tue use of the tetracyclines is falling off in 
Paris, according to Raymond Charonnat, the 
director of the Central Pharmacy of the Hos- 
pitals of Paris (Bull. Soc. med. Hép. Paris, 
1956, 72, 877). His figures are based upon the 
amount of antibiotic supplied by his pharmacy 
to the public assistance hospitals in Paris. These 
figures show that the amount of penicillin sup- 
plied annually rose from 0.3 kg. in 1946 to 
785 kg. in 1954, and fell to 734 kg. (1,225 
milliard units) in 1955. Consumption of strepto- 
mycin (including dihydrostreptomycin) has risen 
steadily from 0.7 kg. in 1946 to 1,148 kg. in 
1955. After a slow start, increasing only from 
30 kg. in 1949 to 71 kg. in 1951, the consump- 
tion of chloramphenicol has risen rapidly and 
steadily, being 284 kg. in 1955. The consump- 
tion of the three tetracyclines (chlortetracycline, 
oxytetracycline, and tetracycline), on the other 
hand, has been falling off during recent years. 
It reached a peak of 547 kg. in 1952, but by 
1955 had fallen to 242 kg. per annum. 


PHARMACEUTICAL EXPORTS 
BRITISH exports of drugs and medicines reached 
a new record in 1956 of £35,943,000. Of this 
total, antibiotics accounted for nearly £7 million, 
vitamins for nearly £3 million, and sulphona- 
mides for £1} million. Australia and India were 
the leading export markets. Sales to Egypt were 
nearly halved, but sales to the United States 
were nearly {£1 million, thus surpassing last 
year’s record of £660,000. 


*‘THE ROUND TABLE’ 
Boston, as renowned for its culture as for its 
medical acumen, is the appropriate home for a 
literary opus magnum by a doctor. This is “The 
Round Table. An Arthurian Romance Epic’, 
by Robert M. Green (Privately printed by the 
Eliot Press, Jamaica Plain, Boston, Massachu- 
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setts). Dr. Green was a brilliant alumnus of 
Harvard, and is best remembered there as an 
outstanding instructor in anatomy. While still an 
undergraduate he became interested in the 
Arthurian romances. This volume—the first of 
five—is the result. The writing of this epic 
poem—there are 20,000 lines in the present 
volume—occupied his leisure moments through- 
out his life. He did not live to see the first 
volume published, but it is hoped to publish 
the remaining four in the course of time. The 
first volume represents a remarkable achieve- 
ment and is a notable tribute to the scholarship 
and literary gifts of the author. 


A CAUTIONARY TALE OF DDT 

IN an interview with a correspondent of the 
Financial Times, Dr. Carl Koechlin, the chair- 
man of the Geigy Company, recalls how, when 
the unique qualities of DDT as an insecticide 
were discovered in the early days of the 1939-45 
War, he went to Bern to talk to the British 
Legation and to offer his company’s new pro- 
duct for the British war effort. The reply he 
received from the British Military Attaché was: 
‘We have no time for this sort of thing now. 
You had better come back after the end of the 
war’! Fortunately the reception of the same 
offer by the American Legation and by our 
Ministry of Production was very different, and 
within a few months thousands of tons of DDT 
were being produced for the use of the Allied 
Forces. 


PUBLICATIONS 
Anemia and the Alimentary Tract, by L. J. 
Witts, p.M., is an expanded version of the 
Sydney Watson Smith Lecture delivered before 
the Royal College of Physicians of Edinburgh 
in 1955. In its expanded form it provides an 
authoritative review of a subject which the 
author has made particularly his own. (Royal 
College of Physicians of Edinburgh, price 7s . 6d.) 


The Person behind the Disease, by Julius Bauer, 
M.D., F.A.C.P., is about the genetic uniqueness 
of the individual except in the case of uni- 
ovular twins, to which there are only five 
references. It focuses with erudition a subject 
which in a more or less blurred form is rarely 
absent for long from the general practitioner’s 
mind during his working and cogitating hours. 
It can become obessional, so that we see our 
patients cast in a genetic mould, condemned to 
play a predestined part, mere mechanisms, but 
this book with its two coatings of culture, from 
the old world and the new, modifies that view. 
The author takes the ancient and modern 
holistic view of medicine. (Grune and Stratton, 
Inc. Price $3.50.) 








392 


Emmetropia and Its Aberrations (M.R.C. Special 
Report Series No. 293), by Arnold Sorsby, 
B. Benjamin, J. B. Davey, M. Sheridan and 
J. M. Tanner, is based upon the proposition 
that the shortest way to an understanding of the 
whole range of abnormal eyesight (the ametro- 
pias) may lie in the study of so-called normal 
eyesight (emmetropia). It is an authoritative 
study carried out with meticulous care and 
judicious assessment. (H.M. Stationery Office, 
price 7s. 6d.) 


Disease Control and International Travel, by 
H. S. Gear and Z. Deutschman, is a reprint of a 
special number of the Chronicle of the World 
Health Organization (1956, 10, 273-340). It is 
an admirably written review of international 
sanitary regulations, and will be read with 
interest by many doctors other than medical 
officers of health and colonial medical officers. 
(H.M. Stationery Office, price 3s. 6d.) 


‘The Compound’, compiled by W. Hetherington, 
F.P.S.—An Addendum for 1956 has been pub- 
lished to this ‘compendium of ethical pro- 
prietaries used in medicine and pharmacy’. 
(John Wright & Sons Ltd., price 4s.) 


Family Medical Costs and Voluntary Health 
Insurance: A Nationwide Survey, by Odin W. 
Anderson, PH,D., and Jacob J. Feldman, is 
described as ‘the first nationwide survey of 
family costs since 1933’ in the United States. 
The survey was sponsored by the Health In- 
formation Foundation, of which Dr. Anderson 
is the research director. It is based upon a 
survey of 8,898 individuals in 2,809 families. As 
the survey was made in 1953, many of the actual 
figures are probably out of date by now, but 
the general over-all picture is probably still 
valid. As a picture of one facet of American 
medicine it will be read with interest by many 
in this country. It shows, for instance, that in 
the year ended July 1953 the American people 
incurred charges for all personal health services 
in the neighbourhood of $10.2 billion, which 
represents 4°, to 5% of the total national 
income. This percentage has remained remark- 
ably stable during the last twenty-five years. 
(McGraw-Hill, price 49s.) 


Children Who Wet Their Beds, by Dr. Portia 
Holman, is intended for the mothers of these 
unfortunate children. It is one of the ‘parent 
guidance series’ published by the National 
Association for Mental Health, and contains 
sound practical advice couched in simple lan- 
guage. (Family Health Publications, Maurice 
Craig House, 19 Queen Anne Street, London, 
W.1. Price 1s. 3d.) 
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Occupational First Aid has been prepared as a 
manual to be used in conjunction with the first- 
aid courses for workers in industry now being 
organized by the St. John Ambulance Associa- 
tion, the St. Andrew’s Ambulance Association 
and the British Red Cross Society. In a fore- 
word, Dr. E. R. A. Merewether, H.M. Senior 
Medical Inspector of Factories, commends it to 
all employers and their first-aid personnel. 
(St. John Ambulance Association, St. John’s 
Gate, Clerkenwell, London, E.C.I. Price 2s.) 


Harlow 1957.—This brightly coloured, pro- 
fusely illustrated and glossy-papered guide to 
the most publicized of the ‘new towns’ makes 
fascinating reading. As a social experiment 
Harlow is very definitely ‘on the map’. Mistakes 
have been made, but the members of the 
development corporation have been the first to 
admit this and—to their credit—to learn from 
them. No-one can afford to miss reading this 
guide to a brave new world. (The Harlow 
Citizen, 23 East Gate, The High, Harlow. 
Price 3s. 6d.) 


OFFICIAL NOTICE 


Trainee General Practitioners (E.C.L. 7/57).— 
In view of the recommendations in the report 
of the trainee general practitioner subcommittee 
of the British Medical Association, the Minister 
of Health has agreed with the representatives 
of the profession to the following modifications 
in the conditions which he has previously laid 
down. (a) The doctor should normally have not 
less than 2000 patients on his list if he practises 
in an urban area, or 1,500 if his practice is 
rural. In particular circumstances, slightly 
smaller lists may be accepted, provided that 
the executive committee, after consultation with 
the local medical committee, are satisfied that 
the practice is of a kind which will provide 
adequate opportunities for training in all aspects 
of a general practitioner’s work, including the 
organization of a general practice. (b) The grant 
will be payable on condition that a doctor who 
is approved as a trainer, and who appoints a 
trainee, does not, during the time the latter is 
with him, reduce the amount of assistance 
which he already had at the time of his appoint- 
ment. 





CORRIGENDUM.—Mr. D. Ranger writes: ‘In my article 
on ‘‘Vincent’s angina and agranulocytic angina” (The 
Practitioner, 1956, 177, 685) I included erythromycin in 
the list of drugs responsible for agranulocytic angina. 
Although some depression in the white count has been 
recorded in very rare instances, I am now informed that 
there is no case on record of erythromycin having caused 
agranulocytosis.” 
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Timely insurance 


for mother and 
child 








The modern management of pregnancy has been shown to pay rich dividends in health 
and well-being to both mother and child. As the demand for the chief dietary factors may 
be increased during pregnancy up to 100 per cent, the timely administration of additional 
vitamins, bone-forming minerals and haematinic factors is.a wise nutritional insurance. 
PrenataL Capsutes Lederle contain all these essential factors, and the simple 
routine of 2 Capsules daily from the time pregnancy 1s confirmed and through the period 
of lactation, provides adequate nutritional insurance for the mother, leads to healthy 
lactation and to progressive weight gains in the child. The Capsules are dry-filled to 


ensure rapid assimilation of ingredients and to avoid any unpleasant regurgitation. 


PRENATAL CAPSULES 


Lederle 
FORMULAS Each capsule contains: Vitamin d._ 2,000 1.U. Vitamin B)> | microgram Dicalcium phosphate anhydrous 
Vitamia B__ — 4001.8. ,~ ayo te nt (CalPe,) 068 mg. 
Thiamine HCI (B))— 2 mg. ey: pone gag tron Ga FeSO.) 6m. 
Ribofiavine (82) 2 mg. on gamcmemnaetans: | > Ferrous sulphate exsiccated 20 mg. 
Ascorbic acié- (6)... 35 mg. Caiciom (in CaNPO,) 250 mg’ Manganese (in MaS0,) 0.12 mg. 
Niacinamiée — J] ™. Phosphorous (in CanP0,) 190 mg. In bottles of 100 and 1,000 


E> LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD. London, KC2 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute? 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed ‘ Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 
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CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices. Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 






CLINITEST ~——< 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 





acetone tests can be carried out simultane- 
ously in one minute! 


The advantages of 


ACETEST 


Reagent Tablets 
Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients. 
No danger of false positives with normal urine. 
No caustic reagents. 


TO PERFORM A TEST: 


1 Put 1 drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour 
chart provided. 

3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 
tablets with colour scale. 
*Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 

(with colour scale). 

REFERENCES 
(1954) *Climcal Tests for Ketonuria’, 
‘Lancet’ April 17th, pp. 801/804 
(1954) Medicine Ilustrated’, 
May, p. 289 
(1954) ‘Practical Clinical Biochemistry’, 
Heinemann, p. 74 


| 
(1954) ‘Clinical Tests for Ketonuria’, | 
‘Lancet’. July 10th, p, 95 | 
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THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, London, W.!. 
Tel: REGent 5321 
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Nuffield House, London, W.! 
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THE PRACTITIONER 
fifty Bears Ago 


‘The more ancient the abuse the more sacred it is’.—Voltaire: Les Guébres. 
MARCH 1907 


Tue Editor discusses ‘Economic aspects of 
medical practice’ in a realistic manner which will 
strike a sympathetic cord in many readers today: 
“The eternal question of hospital abuse is at 
present going through one of the periodical 
phases of acute exacerbation which diversify the 
course of a chronic grievance of the medical 
profession . . . The passage of resolutions de- 
claring that excessive medical charity is an evil, 
and that hospitals are misused, may relieve the 
feelings of a meeting, but has no appreciable 
influence on public opinion . . . To the people 
at large the matter is only a doctors’ grievance 
and, for this view, wrong as it is, the profession 
has mainly itself to thank. Beneath the surface 
of altruism there runs a current of assumption 
. . . that the public is under a special obligation 
to the profession which gives every practitioner 
a right to a living wage. It would be well if it 
were clearly recognized that doctors have no 
better claim to the patronage of the public than 
bakers or butchers . . . Medical practice is 
subject to the same rigid economic laws as every 
other calling in which man earns his bread by 
the sweat of his brow. It is a struggle in which 
the race is to the swift and the battle to the 
strong, and in which the weak are thrust aside 
and fall by the way . . . Medicine has the 
immense advantage of many other avocations 
that it is not a luxury but a necessity. This does 
not mean, however, that every man who chooses 
it as a profession is necessary. He has to justify 
his existence by his work . . . It is, of course, 
undeniable that hospitals are to some extent 
abused . . . Sometimes, if the truth must be 
told, the out-patient room is the receptacle of 
the “‘squeezed oranges” of general practice . . . 
It is only in the out-patient department that the 
student has an opportunity of learning “the 
daily task, the trivial round” of the duties that 
will fall to him as a general practitioner .. . 
The remedies for the hospital grievance that 
have recently been proposed are all more or less 
impracticable. Compulsory insurance would 
secure the practitioner’s fees, but it could not 
force the person insured to seek counsel of him. 
And how is insurance to be compelled? The free 
and independent Briton will not, like the sub- 
missive Teuton, go in State-leading strings . . . 
A public medical service would mean contract 
practice writ large, with all its inherent evils 
immensely aggravated . . . Municipal control 


would degrade the profession and hinder the 
progress of science. State control might be less 
objectionable, but the examples of hospitals in 
foreign countries tend to show that patients are 
not so well off under a government administra- 
tion as they were under our own voluntary 
system’. 

“The deputation from the Betterment of 
London Association which asked the Home 
Secretary to do something to abate the concourse 
of anything but sweet sounds, which make our 
streets places of torment to any but the deaf, 








Sir Arthur Hall, M.D., F.R.C.P. (1866-1951). 


got little encouragement from Mr. Gladstone. 
The motor bus has come to stay, and it can only 
be hoped that, as the machinery is perfected, it 
will cease to cleave the general ear with horrid 
din’. 

One of the more interesting ‘Original Com- 
munications’ this month is a clinical lecture, 
‘Some Points Connected with Embolism’, by 
Arthur Hall, M.D., F.R.C.P., Physician, Shef- 
field Royal Hospital, who reports three cases of 
fatal pulmonary embolism: ‘In each of them 
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death was quite unexpected, there was nothing to 
call attentton to a thrombus being in the process 
of formation. In each of them, the embolism 
occurred just after the night’s rest, on slight 
movement, not getting up, merely sitting up in 
bed’. Arthur John Hall, the son of a Sheffield 
surgeon, was born in 1866 and was educated at 
Rugby, Cambridge, and St. Bartholomew’s 
Hospital. Returning to Sheffield, he played a 
leading part in founding Sheffield University, 
held various chairs in the Medical School, and 
was physician to the Royal Hospital. When 
encephalitis lethargica appeared in Britain in 
1918, he was one of the first to describe its 
symptoms. A cultured and kindly personality 
with a delightful sense of humour, ‘Long 
Arthur’ died in 1951, aged 84. 

Charles Leedham-Green, F.R.C.S., Surgeon 
to the Queen’s and Children’s Hospitals, Bir- 
mingham, and Assistant Lecturer in Bacteri- 
ology, Birmingham University, discusses “The 
Antiseptic Action of Metallic Sutures’. He was 
a pioneer in the use of the cystoscope and 
advocate of methylated spirit for sterilizing the 
hands before operation, but as a teacher his 
students found it difficult to follow his line of 
thought. In his review article ‘Diseases of the 
Stomach’, F. Craven Moore, M.D., M.R.C.P., 
Lecturer in Medicine, Manchester University, 
refers to Hermann Sahli’s recently introduced 
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method for determining the functional capacity 
of the stomach by means of ‘desmoid capsules’ 
containing iodoform or methylene blue. 

Sir William Read (‘Some Famous Quacks’) 
was ‘one of the most successful quacks of whom 
there is record. The fact that he was grossly 
ignorant—being, it is said, unable even to read— 
only makes his success in gaining fame, wealth, 
and a title, all the more extraordinary’. 

Only two books are reviewed this month, the 
first at great length. ‘Nervous Diseases in Child- 
hood and Early Life’ by James Taylor, Physician 
for Out-patients to the National Hospital, 
Queen Square, ‘is an extremely well-written and 
mostly up-to-date account . . . We think it 
scarcely advisable to devote eighteen pages to 
the discussion of Syringomyelia, a disease which 
practically never shows symptoms before the 
age of fifteen, and usually much later . . . We 
recognise here a tendency of the author to unduly 
enlarge upon a pet theme, and to quote overfully 
from previous work of his own upon this subject 
. . . The style of the book is most readable’. 
F. Friihwald’s ‘Reference Handbook of the 
Diseases of Children’ is described as a ‘pon- 
derous tome . . . well printed and well illustrated. 
But having said thus much, we find it difficult to 
say much more in its favour’. 
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“A world beater’... 


Courtenay Edwards, DAILY MAIL 


From the moment of its introduction, press and 
public have acclaimed the 2.4 litre as a Jaguar 
masterpiece. Powered by the famous XK engine 
with an output of 112 b.h.p., phenomenal 
acceleration is placed at the driver’s command 
and speeds in excess of 100 m.p.h. are 
attainable with the ease and silence character- 
istic of every Jaguar. To motorists everywhere 
who demand a car of the highest quality and 
performance with compact dimensions and 
economical fuel consumption, the 2.4 litre 
Jaguar makes an irresistible appeal. 
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MOTORING NOTES 


Holiday Motoring 


5 


By ROBERT NEIL 


PopuLaR as foreign touring has increasingly 
been during the past few years, even more 
motorists are likely to cross the Channel this 
year, if only to try and get away from the 
possibility that petrol rationing may be con- 
tinued well into the summer months. When it 
comes to motoring abroad I am surprised that 
sO many motorists use only the main and most 
popular routes. Whilst time can be saved in 
one’s everyday motoring in the United King- 
dom, and much pleasanter country can be seen, 
by using well-chosen alternatives to the main 
roads, this seems to me even more necessary 
when motoring in other countries. If the main 
roads are used all the time there is a tendency to 
meet only fellow-tourists, and to be forced to 
use restaurants patronized by everyone but the 
locals. There is much to be said for keeping 
away from the great main roads, as it gives one 
the opportunity to meet the real people and 
avoid the danger of boring meetings with only 
English-speaking tourists. 


ROUTES TO SPAIN 


From my conversations with motorists it is 
obvious that there are many, who have for years 
been motoring to the South of France, Italy, or 
Spain, who know only such roads as N6, Ns, 
or Niro. Just as there are ways of avoiding the 
beastliness of either A1, or As, when motoring 
to the North, or North-West, in the United 
Kingdom, the busy Routes Nationales of France 
can nearly always be avoided. Admittedly this 
requires a little preparation and intelligent study 
of a good map, but the trouble will be repaid. 
I have often encountered British drivers abroad 
and it is apparent after only a few words that 
they are missing many of the benefits of touring 
abroad. I can recall meeting one in Tours, 
who was heading to St. Sebastian in Spain for 
his holiday, in repetition of previous visits there, 
but on each occasion he had crossed the Chan- 
nel by the Dover-Calais route, and had then 
motored south by way of Paris, from where he 
had followed Niro. Apart from anything else 
it always appears to me to be unwise to visit 
Paris on the outward trip, as it is so difficult 
to calculate with any accuracy how much 
currency can be allowed to one’s eager women- 
folk for shopping in Paris. If a trip to France 


cannot be regarded as complete without a day 
in Paris, I would certainly suggest that it should 
be on the way home. 

If heading for St. Sebastian—or anywhere on 
the western coast of Spain—I would recommend 
crossing the Channel by Newhaven-Dieppe, 
from where there are two alternative routes, 
both of which are more attractive than the 
principal Routes Nationales. One route I would 
suggest is by way of Rouen and Alengon to 
Fougéres, where N178 can be followed south- 
ward to Nantes. Study of the map will show that 
a variety of roads can be found leading from 
there along the coast to Bordeaux. For those 
interested in the great wines from the Guyenne 
the section of this route between Royan and 
Bordeaux will be of particular interest. The 
second route, also from Dieppe, uses what can 
be called lateral roads in its initial stages. From 
Rouen the route goes by way of Evreux and 
Chartres to Orleans, thence by Blois—in this 
district are many of the great chateaux—to 
Tours. Niro is then used via Poitiers to An- 
gouléme. Here the main road should be left 
and the road by Périgueux, Bergerac, Mar- 
mande and Mont-de-Marsan followed to rejoin 
the main road north of Bayonne. 


THE COSTA BRAVA 
Similarly, there are many motorists who drive 
to the Costa Brava from Calais or Boulogne by 
way of N6 or N7 to the South, and then go 
through Nimes and Montpellier. Apart from 
the disadvantage of adhering to one of the 
busiest main roads in France for much of the 
total distance, this route involves crossing— 
after Nimes, in the Camargue area—one of the 
worst areas for mosquitoes. As most of us are 
forced to take our annual leave during the 
hottest season this last point can be important. 
The route I would suggest from either Calais or 
Boulogne skirts the eastern side of Paris by 
Melun, and after Montargis the turning on to 
N140 to Bourges and Montlucon should be 
taken to Clermont-Ferrand. From here the 
interesting road by St. Flour and Albi should be 
followed to Carcassonne, where the old town is 
preserved in original condition, but conceals 
within its walls a splendid hotel. Instead of 
crossing over to Spain by Ng from Perpignan 
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it is worth while making the small deviation by 
N114 to either Banyuls or Cerbére, both delight- 
ful small seaside villages on the edge of the Gulf 
of Lyons. 
THE COTE D’AZUR 

If travelling to the Céte d’Azur one is almost 
forced to go by the busiest main roads, but some 
variations can be enjoyed, by avoiding so far as 
possible both N6 and N7. Readers interested in 
studying the map to make their own selection 
should look for such towns as Vitry-le-Frangois 
and Langres for the way to Dijon and the South. 
To avoid the rather dull, and lorry-infested, N7 
after Lyons, I would suggest turning off the main 
road in Tournus and going by Bourg to 
Grenoble, from where the marvellous run 
through the hills by Sisteron and Castellane 
brings one down to the coast road between 
Cannes and Nice. A further variation is by way 
of Gap and over the hills to Digne. This country- 
side is redolent of the great days of Bonaparte, 
and here and there the original Route Napoleon 
can be seen clinging to the hillsides. If motoring 
during the height of the summer, going by way 
of the hill country can be much pleasanter than 
becoming involved in the stream of traffic 
on N7, with its constant smell of diesel and 
fuel oil. 

Whilst discussing alternative routes it might 
be worth reminding readers that much of the 
trouble of entering or leaving Paris can be 
reduced by using the exterior boulevards. A 
little study of a good scale map will usually show 
that one can skirt the worst of the Paris traffic 
—which worries so many British motorists— 
and enter the city proper from the outer boule- 
vards, with a straight run in to one’s objective. 
Perhaps one of the greatest causes of confusion 
among British motorists who visit Paris only 
occasionally is that the twists and turns of the 
Seine make the directions of Parisians—who 
always refer to the left and right banks—even 
more difficult to follow correctly. Because of 
problems of space I shall return to the subject 
of routes on the Continent in a later issue, 
especially as the roads to Italy—both through 
Switzerland and direct from France—deserve 
thorough discussion. 


TYRE PATTERNS 


The increasing popularity of all-weather tyres— 
the description usually given to tyres with pro- 
nounced treads designed to give traction in both 
snow and mud—draws attention to the relatively 
inefficient tread pattern used on the normal tyre. 
Nearly all makes of tyre now use treads with 
circumferential ribs, in an effort to obtain silent 
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and smooth running, even though such a pattern 
is obviously the least efficient from the point of 
view of traction. The broad generalization that 
the more silent the tyre the less the grip, has 
considerable truth in it. As so many motorists 
are willing to accept the extra noise caused by 
all-weather tread patterns it might be reasonable 
to think that the public would be willing to 
accept normal tyres with slightly more prom- 
inent, and therefore noisier, treads. Personally, 
I would like to see tyres available with a tread 
which could be described as approximately half 
way between the present standard pattern and 
the all-weather type. While noise, and perhaps 
wear, would be increased slightly, the extra 
wheel grip and security would justify their pre- 
duction. Although the cost of a complete set of 
tyres involves a fairly substantial sum, the cost 
in most cases is spread over a period of at least 
two years. Only the fastest and hardest of drivers 
find that tyres wear so rapidly as to become a 
financial worry, and these are the drivers who 
would probably welcome the greater security 
given by tyres with more prominent tread 
patterns. It is true to say that the average stan- 
dard type of tyre is probably the compromise 
best suited to conditions throughout the world, 
but I feel that some attention given to tyre 
patterns would go some way to reducing the risk 
of accidents by skidding on the roads in this 
country. 


ECONOMY GADGETS 


From letters I have received it is obvious that 
many motorists are being hypnotized by the 
flood of devices being offered during the present 
petrol rationing period, all of which are claimed 
to save petrol. If all the devices were fitted, the 
car might be thought capable of running on air 
alone. Almost without exception these much 
advertised gadgets are of little value, and those 
capable of reducing the petrol consumption will 
probably bring disadvantages in their train. It 
has to be faced that the only infallible method of 
reducing the petrol consumption is by treating 
the accelerator as though it were made of glass. 

As I have previously pointed out, careful 
driving can reduce the consumption by as much 
as 20 per cent. and there is no simple device 
capable of achieving this. Some devices, much 
publicized in other quarters, have in fact been 
shown to increase consumption, that is, when 
properly tested under control conditions. Any 
reader anxious to reduce the fuel consumption to 
the lowest possible figure should confine his 
thoughts to having the engine carefully tuned 
for economy by an expert, and then drive for 
economy. 
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Because it lowers blood pressure 
slowly and moderately, Seominal is 
useful for the treatment of the 
milder forms of hypertension in 
general practice. Symptoms such as 
headache and dyspnoea are relieved, 
and the reserpine gives a feeling of 
relaxation and tranquillity without 
undue sedation. 
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Following 


NOTES 


Festivals 


By PENELOPE TURING 


THERE are some people who want a special 
objective in planning a holiday abroad; some- 
thing more than change of scene and food, 
language and bedding, or even the call of sun- 
shine and warm seas. For such, if they are also 
music, ballet or theatre lovers, the summer 
festival was invented. I am myself an inveterate 
festival goer, and to my mind there is no better 
form of holiday. Indeed, it was a music festival 
which led me into my first post-war trip to the 
Continent. 

In the first place there is all the difference 
in the world between a hurried evening’s visit 
to opera house or concert hall, when the moment 
the performance is over you are dragged back 
into everyday life, and a week or more which 
you can devote entirely to enjoyment. For 
doctors this must be even more important than 
it is to those whose work is less demanding. 

Most of the festival centres are small towns in 
charming surroundings, and each is en féte and 
organized to provide the right setting for its 
visitors. In the morning one can walk or go 
sightseeing, swim or climb according to the 
place. In the afternoon or evening there is opera 
or ballet, concert or play, and afterwards the 
luxury of idling away an hour or two in café or 
restaurant discussing the performance over a 
bottle of wine. 





Fic. 1.—The Festspielhaus at Bayreuth. 


From Scandinavia to the Mediterranean the 
length and breadth of Europe has an amazing 
range of festivals to suit every taste from the 
serious music or dance enthusiast to those who 
prefer operetta. Some are as early as May, 
others go on into September and even October. 


I wish I could include all of them and their pro- 
grammes in this article, but there are about fifty 
in all and so space permits only a few of the 
more important. 





Fic. 2.—Parsifal’—the Hall of the Grail—at Bayreuth. 


SALZBURG 

Salzburg (July 27 to August 31) has for years 
been the most famous of them all. For Mozart 
enthusiasts this is a Mecca, but it is also one of 
the gayest social centres, and with the old town 
in its mountain setting provides an ideal com- 
bination for a holiday. Unfortunately its popu- 
larity makes Salzburg also one of the most 
difficult festivals for which to get seats, and it is 
essential to book early. 


BAYREUTH 

My own personal favourite is the Wagner 
Festival at Bayreuth (July 23 to August 25). 
This is emphatically a one-composer opera 
festival. If you do not like Wagner it would be 
anathema to you; if you do, there is no place in 
the world like it. The operas are given in 
Wagner’s own Festspielhaus (fig. 1) which has 
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superb acoustics and stands on a hill just outside 
the town. Round it are gardens and open-air 
cafés, and a restaurant where one dines during 
an interval. The orchestra, drawn from all over 
Germany, and the local chorus are as near 
perfection as one is likely to find, and the con- 
ductors and singers are chosen from the finest 
Wagner performers of their generation. The 
festivals are organized by the composer’s grand- 
sons, Wieland and Wolfgang Wagner, who are 
responsible for the striking new simplified 
staging (fig. 2). Every year two complete cycles 
of the ‘Ring’ and four performances of ‘Parsifal’ 
are given, and two other operas—this year 
‘Tristan und Isolde’ and ‘Die Meistersinger’. 
Bayreuth itself is a delightful old town with 
cobbled streets and gabled houses, and the sur- 
rounding country of Northern Bavaria, wooded 
hills and narrow winding valleys, is one of the 
most beautiful in Germany. Again the demand 
for seats is enormous, and it is vital to book 
early. 


BALLET AND CHAMBER MUSIC 

For the ballet enthusiast probably the best 
choice is Copenhagen (end of May) where the 
Danish Ballet gives its annual festival. Copen- 
hagen, too, is a fascinating place to stay, a clean 
and graceful city of the sea. Another festival of 
music and dance is at Granada (June 24 to 
July 4). 

In the world of chamber music the out- 
standing event of the summer is the Pablo 
Casals Festival at Prades (July 10 to 26) in the 
north-east foothills of the French Pyrénées. 
Chamber concerts and recitals are given by 
Casals himself and other soloists such as Menu- 
hin. Accommodation is simple but adequate, 
and within reach lie both the Pyrénées and the 
western corner of the French Mediterranean 
coast. 


BEETHOVEN AND BACH 

Bonn on the middle Rhine has a Beethoven 
Festival (May 26 to June 5) to commemorate its 
great son. The town now has a curious and 
interesting dual personality: the old university 
city to which belong this festival of concerts and 
the Beethoven House museum, and the modern 
Federal capital which has been superimposed 
on it. 

There are several other festivals devoted more 
or less completely to the work of one composer. 
The fascinating old baroque town of Ansbach 
near Nuremberg in Northern Bavaria has a 
Bach Week (July 24 to 31). Wiirzburg, the 
stately city of 18th century Prince-Bishops, also 
in Bavaria, devotes its Festival (June) to Mozart. 


Ato 


Bergen in Norway has a Grieg Festival (May 24 
to June 7). 


MUNICH 
For the all-round opera-goer Munich is one of 
the very best festivals (August 11 to Sep- 
tember 10). The Bavarian State Opera excels in 
the works of Richard Strauss (fig. 3) and this 
year there are seven of his operas in the festival 
programme: ‘Rosenkavalier’, ‘Die A2gyptische 
Helena’, ‘Ariadne auf Naxos’, ‘Frau ohne 
Schatten’, ‘Capriccio’, ‘Elektra’ and ‘Salome’, 





Fic. Rg sean brilliantly staged production of Strauss’ 
‘Die Frau ohne Schatten’. 


as well as others by Handel, Mozart, Wagner, 
Pfitzner, Berg, and the world premiére of 
Hindemith’s ‘Harmonie der Welt’. Munich is a 
wonderful city of the arts, but is also as justly 
famous for its beer, and from the holiday point 
of view all sections of the beautiful Bavarian 
Alps are within easy reach by car, coach or 
train. 
SOME OTHERS 

As a complete contrast there are those where 
entertainment is extremely diverse. One of the 
most interesting is Berlin’s International Festival 
(September 22 to October 8) which embraces 
theatre, opera, ballet, concerts and films, and 
combines the best of the city’s resident talent 
with visiting companies. Despite the nearness 
of the Iron Curtain, Berlin is an extremely 
good centre for a metropolitan type of holiday, 
with plenty of night life as well as fine museums 
and art galleries, and some beautiful wooded 
country and lakes within the Western Sector. 
I spent several days there last spring and found 
it extraordinarily alive and exciting. 

Aix-en-Provence in the historic countryside 
of Roman France has a Festival (July 9 to 31) 
which includes performances of ‘Carmen’, “The 
Marriage of Figaro’ and ‘Cosi Fan Tutte’, as 
well as concerts and recitals. Holland’s Festival 

(Continued on page A 82) 
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In Barbiturate Poisoning 
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Anaesthesia 


“Whatever its mode of action, 
there is no doubt that bemegride 
is a valuable advance in the 
treatment of barbiturate coma.” 

Lancet Editorial ii (1956) 980 


In Barbiturate Poisoning 


MEGIMIDE brand of “bemegride is the safe stimulant with remark- 
able properties in counteracting the central nervous depression of 
barbiturates, and the risk of serious complication is much diminished. 
It is now abundantly clear from clinical evidence that MEGIMIDE 
is wholly effective when used alone in the treatment of barbiturate 
poisoning, and that it need not, as hitherto recommended, be used 
conjointly with DAPTAZOLE as an extra stimulant—this greatly 
simplifies the technique of treatment. 


In Barbiturate Anaesthesia 
After short surgical procedures with thiopentone sodium as the 
sole anaesthetic agent, MEGIMIDE reverses its depressant action on 
the respiratory centre and dramatically shortens post-anaesthetic sleep. 
It is thus valuable in post-operative nursing in a busy surgical 
ward, and is specially recommended for casualty, out-patient 
procedures and dental surgery. 
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(June 15 to July 15) at Amsterdam and The 
Hague is now famous, and this, too, includes 
concerts, ballet, plays and exhibitions as well as 
opera by visiting and home companies. 

Perugia in Italy has a festival of sacred music 
(September 20 to October 2) which this year 





—the stage in the lake. 


FiG. 4.—Bregenz 
will include the first performances of Bucchi’s 
oratorio ‘Salmodia della Speranza’ and Rocca’s 
‘Cantata Sacra’, as well as Caldara’s ‘I! re del 
Dolore’ revived for the first time since the 17th 
century. 

For lighter fare there is Bregenz in Austria 
(July 19 to August 18) with Lortzing’s ‘Zar und 
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Zimmermann’ on the floating stage on Lake 
Constance (fig. 4); or Coblenz on the Rhine 
which also has a floating stage for operetta as 
well as a lengthy wine festival (June to Sep- 
tember). 


ACCOMMODATION 

Many of the smaller centres have not suf- 
ficient hotel accommodation for the visitors, and 
the festival offices arrange bed-and-breakfast 
in private houses. Some people are alarmed at 
the idea of foreign ‘digs’. 1 have only stayed in 
them in Germany, but have always found them 
clean, comfortable and in very nice houses, for 
it is something of a social privilege to entertain 
the festival guests! In fact, an insight into a 
foreign home can be a particularly pleasant 
part of the holiday. 


Festival holidays are not cheap, for theatre tickets and 
the like may cost anything from ros. to £5 each, according 
to the place, and accommodation is often rather more 
expensive than at other times. By careful planning, how- 
ever, it is possible to have a week or two at most of them 
for a reasonable amount. A firm which specializes in 
festival a accommodation and tickets is Festival 
Services Ltd., 32 Beauchamp Place, Knightsbridge, 
London, S.W.3. They are, for example, able to arrange a 
complete 12-day trip to Bayreuth for 39} gns., or 10 days 
to Prades for about 40 gns., both exclusive of opera and 
concert tickets. 








Cultural Events 
in Europe 


MUSIC - OPERA - BALLET 
FESTIVALS and THEATRES 


Tickets - 
FESTIVAL SERVICES LIMITED 


32 Beauchamp Place, Knightsbridge, 
London S.W.3 


Knightsbridge 1357 


Travel - Accommodation 


Kensington 9837 





WORLD WIDE TRAVEL 
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Nuffield Foundation 


MEDICAL FELLOWSHIPS 


As part of its programme for the advancement 
of health, the Nuffield Foundation is prepared 
to award a ber of fellowships to highly 
qualified men and women of the United Kingdom, 
usually between the ages of 25 and 35, who wish 
to train further for teaching and research 





appointments in any branch of medicine. 


Applications for awards in 1957 must be 
received not later than Ist May, 1957. 


The conditions of these fellowships and the 
application forms are obtainable from the 


Director, The Nuffield Foundation, Nuffield 


Lodge, Regent's Park, London, N.W.1!. 


L. FARRER-BROWN, 
Director of the Nuffield Foundation. 
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HELLENIC TRAVELLERS CLUB 








1957 HELLENIC CRUISES 


Under the Patronage of the Vice-Chancellors of Oxford, Cambridge, Glasgow, 
Edinburgh, Wales, Bristol and Liverpool Universities 


CRUISE No. 6 
ITALY, SICILY, NORTH AFRICA & GREECE 


30th March to 13th April, 1957. 


Visiting Genoa, Naples, Pompeii, Herculaneum, Palermo, Monreale, Segesta, Agrigento, Cyrene, 
Knossos, Phaestos, Gortyna, Rhodes, Lindos, Delos, Andros, Athens, Daphni, Olympia, Venice. 


CRUISE No. 7 
GREECE, LEBANON and the HOLY LAND (AT EASTER) 


lith April to 28th April, 1957. 


Visiting Venice, Olympia, Knossos, Phaestos, Gortyna, Beirut (Optional visit to Palmyra), Baalbek, 
Damascus, Haifa, Nazareth (on Good Friday), Tiberias, Tel Aviv, Jerusalem and Bethlehem (on 
Easter Sunday), Rhodes, Athens, Daphni, Delphi, Venice. 


CRUISE No. 8 
GREECE AND THE AEGEAN ISLANDS 


20th August to 4th September, 1957. 
Visiting Venice, Olympia, Aegina, Hydra, Knossos, Phaestos, Gortyna, Rhodes, Lindos, Cos, 
Kalimnos, Patmos, Ikaria, Delos, Paros, Syros, Athens, Epidauros, Tiryns, Mycenae, Corinth (or 
Optional extra day in Athens), Delphi, Venice. 


CRUISE No. 9 
GREECE AND TURKEY 


2nd September to 17th September, 1957. 
Visiting Venice, Olympia, Delos, Andros, Thassos, Samothraki, the Bosphorus, Istambul, Troy, 
Cape Helles (Gallipoli Peninsula), Ephesus, Samos, Milos, Siphnos, Syros, Athens, Epidauros, 
Tiryns, Mycenae, Corinth (or Optional extra day in Athens), Delphi, Lepanto, Venice. 


Each Cruise will be accompanied by five Classical Scholars, who will give Lectures 
on board and at the various sites visited. 


GUEST LECTURERS INCLUDE : 


The Bishop of Bath & Wells, Sir Maurice Bowra, The Bishop of Exeter, Sir Gerald Kelly, ~~ Kinchin 
Smith, Professor H. D. F. Kitto, Sir Compton Mackenzie, Archbisnop David Mathew, The Rev. 
Gervase Mathew, Mr. Alan Moorehead, Professor W. B. Stanford, Sir John W: 


PRICES FROM 72 GNS. 
(Male Students & Schoolmasters from 62 Gns.) (Including, travel London—Venice and return. 


For full particulars and reservations apply to: 


W.F. & R. K. SWAN LTD 


260 (H46), Tottenham Court Road, London, W1 
Telephone : MUSeum 3506 (5 lines) 
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MICTINE 


Effective 


A PRODUCT OF SEARLE RESEARCH 


PROKIMAL 
CONVOLUTED 
TuBULE 
BOwMaN's CAPSULE 
\ 


CFFERENT 
ARTERIOLE 


AFFERENT 
ARTERIOLE 


IWTRALOBUL AR 


ARTERY 


Non-Mercurial 


Oral Diuretic 


STRUCTURE. 


“ Mictine”, brand of aminometradine, is 
1-allyl-3-ethyl-6-aminotetrahydropyri- 
midinedione. It avoids the undesirable 
side-effects associated with mercurial, 
xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 
“*Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. 
In therapeutic dosages it has not caused 
any effect on glomerular filtration rate, 
renal plasma flow, cardiac output, heart 
rate or blood pressure, nor any alteration 
in the blood or blood-forming tissues or 
in renal or hepatic function. In a group 
of unselected patients 70 per cent. may be 
expected to respond to “* Mictine”’. 


TOLERANCE 


“Mictine” is not toxic at therapeutic 
dosages. On the other hand, side-effects 
do occur such as headache and gastro- 
intestinal symptoms. These are reduced 
to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 


**Mictine” is indicated in the maintenance 
of an cedema-free state in any patient 
requiring diuretic therapy and the effect- 
ing of initial diuresis in all patients but 
those with severe congestive failure. For 
these purposes the dosage is one to four 


SEARLE 


DESCENDING LIMB 
OF HENLE'S LOOP 


Ny 


Ad 


THE NEPHRON UNIT 


RENAL PELWIS 


tablets daily in divided doses during meals on 
alternate days or on three successive days 
followed by four days without therapy. 
“Mictine” is not intended to produce initial 
diuresis in more severe congestive failure ; 
however, “‘ Mictine ” may be given when other 
diuretics are contra-indicated, or if tolerance 
to them has developed. 


Available in bottles of 25, 100, and 500 tablets 
each containing 200 mg. aminometradine. 


Full literature is available to the medical 
profession on request. G. D. Searle & Co. 
Ltd., High Wycombe, Bucks. Tel. High 
Wycombe 1770. 


*Registered Trade Mark. 

























































Clinically proven 


SPA RINE 


PROMAZINE HYDROCHLORIDI 


the new 


phenothiazine derivative 


Sparine has already brought decisive and 
dramatically effective relief to many hundreds of 
patients. Most of the published clinical reports 

are concerned primarily with its use in the 
management of psychiatric conditions. But evidence 
is accumulating rapidly in support of the many 
other indications for the drug in everyday 

medical practice. 

Sparine not only controls psychomotor overactivity: 
it is also synergistic with analgesics, hypnotics 

and anaesthetics, and is a potent anti-emetic. Little 
wonder, therefore, that the predictions of the 
pharmacologists have been amply justified by the 
successes of Sparine treatment in such diverse 
conditions as terminal carcinoma and nausea of 
pregnancy. Full details of indications and dosage 
will be supplied on request. 


For parenteral administration 
5°% solution (50 mg. per ml.) in 2 ml. 


ampoules. Boxes of 10. 


For oral administration 

Coated tablets of 25 mg. (yellow 
50 mg. (orange 
100 mg. (red 


Bottles of 50 and 250. 





The word ‘Sparine’ is a trade mark 


JOHN WYETH AND BROTHER LIMITED 
Clifton House, Euston Road, London, N.W.1! 


Pr. 6.3.57 
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Nutritional Value of Proteins 


The nutritional value of proteins depends on their amino-acid compo- 
sition. If all essential amino-acids are present, the protein will support 
growth and is described as a first-class protein. Not all proteins belong to 
this group, and the vegetable proteins in particular tend to be low in one 
or more amino-acids. If these constituents are provided from some other 
source, however, the value of the deficient protein is improved. 


Marmite provides a mixture of amino-acids and polypeptides, obtained by 
autolysis from the yeast cell. Within the limits of the amount consumed, 
the addition of Marmite to the diet thus increases its amino-acid content, 
and upgrades the nutritional value of the available proteins. Moreover, 
Marmite, being a yeast extract, supplies all the known factors of the vitamin 
B complex, some of which may be short in predominantly vegetarian 
or otherwise restricted diets. 


MARMITE yeast extract 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3 
$701 








A cough elixir for the relief of coughs as- 
sociated with the upper respiratory tract 


Over many years this elixir has proved to be one of the best of its kind in 
the treatment of troublesome and irritating coughs, and particularly acute and 
chronic bronchitis and cough associated with pulmonary tuberculosis. 
A t grain of Codeine Phosphate in each fluid drachm has a mild analgesic effect 
and also helps to induce sleep. The cough reflex is depressed by the action 
of the Codeine and combined with Terpin Hydrate, Menthol and Pine Oil, 
together with other essential oils, the resulting elixir assists expectoration, is 
distinctly sedative and engenders a warming and soothing feeling immediately 
a dose has been taken. 


ELIXIR OF TERPIN 


WITH. CODEINE 


(WOOLLEY) 





Formula: Codeine Phosphate B-P.. Hydras B.P.C., § grain; 
Menthol B.P., 5/32 grain; Oi! oF Peosiinst pitt BP. Py /24 minim; Eucalypto! bec. 
1/16 minim; Glycerin B.P., 20 minims; Syrup B.P., 15 minims; Alcohol B.P. 90°,, 
a sufficiency: Flavour and Colour, @ sufficiency ; Water, to | fluid drachm. 
Dose: | to 2 mtcthen. a diluted with water. 
POISON P.I. 

Available in bottles containing 10 fi. oz., 20 fi. oz., 40 fl. oz., 80 fl. oz. Quantities 
of 10 fi. oz. and upwards are Dispensing Packs exempt from Purchase Tax 
8/6 15/S £1/8/8 £2/15/- each 
Less Professional Discount 


JAMES WOOLLEY SONS & CO., LTD. - VICTORIA BRIDGE - MANCHESTER 3 
in association with J. C. Arnfield & Sons Ltd. 




















= 
° 











Domogen 


Ago THE PRACTITIONER 








MIOTROL=P 


Tablets containing :— Methy! Testosterone 2.5 m — OCestradio! 0.005 mg. 
Phenobarbitone 16.0 mg. ax 


A synergistic combination of androgen and 
oestrogen with phenobarbitone. 


Specifically designed for control of symptoms associated 
with menopausal disturbances, premenstrual migraine 
and tension, dysmenorrhoea. 


Literature forwarded on request. 


AN (©XOID) PRODUCT 


OXO LTD. (Medical Dept.), 16 Southwark Bridge Road, London, S.E.! 
Telephone: WATerioo 45/5 











standardized crude house dust antigen 


Advances have been reported* in the isolation of crude 





house dust antigen and its standardization 
DOMOGEN represents this work. Each batch is chemic- 





ally analysed for protein and carbohydrate values, and is 
assayed biologically in allergic human subjects. F 
- ; : Diagnostic: 
5 ml. bottle of 
out with DOMOGEN wn all cases of suspect or proven 1: 100,000 solution 


Skin testing and desensitization treatment are easily carried 


Therapeutic: 
ouse dust aller 
house By 10 or 30 ml. bottle of 
* Brit. J. exp. Path., (1947) 28, 309, 325, 331 1: 1,000 solution 


DUNCAN, FLOCKHART & COQO., LTD. 
16 Wheatfield Road 4 Carlos Place 
EDINBURGH, 11 LONDON, W.1 
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DALMAS 


PRODUCTS 


for the ulcerated leg b 


LESTREFLEX Diachylon Elastic 


Bandage. The plaster is innocuous to newly 
for tissue cells and leucocytes. It may be 
used on sensitive patients with a minimum of 
risk of ter idiosyncrasy, and in cases where 
an usive and undisturbed type of 
dressing is indicated. Lestrefiex is also 
available with strip ventilation, assur- 
ing aeration to the wound. 


DALZOBAND An Unna’s paste type 


bandage, always moist, always ready to use 
There are five varieties, all conforming to the 
—. of such bandages in the Drug 

ariff. The medicaments are: zinc paste: zinc 
paste and ichthammo! 2%: zinc paste with 
urethane 2°, and ichthammol 2°, : zinc paste 
with urethane 2% and calamine 5.75 
paste with coal tar 3°. 


DALMAS LTD LEICESTER & 


zinc 


This new booklet describing 
the ambulatory treatment of 
ulceration of the leg is now 
available and will be sent to 
members of the medical pro- 










fession on request. 





LONDON TELEPHONE LEICESTER 23861-8 












THE SAFEST 
AND BEST 
\C PREPARATION 4A 
— OF OPIUM 
eee 


Nep all the of opium and has 
been prescribed for over 100 years. It has been found by 
generations of Practitioners to be the best preperation 
of Opium as it does not cause the unpleasant after-effects 
usually attributed to opiates. it can be given over a con- 
* siderable peried and the effect remains invariably 
constant. 

Packed in 2-oz., 4-oz., 8-oz. and |6-oz. bottles and for in- 
jection in $-oz. rubber-capped bottles, sterile, ready for 


WEPENTHE 







AL i, 





ukRISTOL A, 


V FERRIS & CO LTD 


For 40 years 


“EUPINAL’ 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS 
and may be ose N.H.8. Form 


“Eupinal” contains lodine and Caffeine com- 
bined in a most elegant and effective form. 


In chronic Bronchitis “ Eupinal” softens the 
tough accumulated mucus in the bronchial 
tubes and allows it to be more readily expect- 
orated. In Asthma it esses a more mark- 
edly soothing effect, lessening the frequency 
of attacks and reducing their severity and 
duration, and relieving breathlessness. 


*“Eupinal" contains no poison and is safe 
in use. 


A PRODUCT OF 
CuxSon ’ Goa, 


é 
OLDBURY BIRMINGHAM 


Phone : BROadwell 1355 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tus EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacus of mental trouble; temporary 
tients, and cortiited patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
ogical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin tr tt is available for suitable cases. It contains 
special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy Douche, ch Douche, Electrical baths, Plombiéres treatment, &c. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for . 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic tr is employed when indi d 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


_ The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. tng oe Fans | visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, f courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, Sc. 

For terms and further particulars apply to the Medical Superintendent elephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 
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MEDICAL PROFESSION 


Sweete: and Peppermint Flav 


Indicated in:— 
SUB-ACUTE AND CHRONIC CHOLECYSTITIS, 
CONSTIPATION OF HEPATIC ORIGIN, FAMILIAL 
CHOLEMIA, ATONY OF THE GALL-BLADDER. 
Doses to be taken in the morning only, before breakfast 
Basic N.H.S. Price: Tin of 100 gm. Granules, 3/1, plus 114., P.7. 


ADVERTISED AND INTRODUCED ONLY TO THE 


GRANULES 


Bees. Sulph. B.P., Purified Meat 


ne, and 
Excipient 


Cholagogue and cholecystokinetic properties, 
stimulating biliary secretion and drainage. 





BENGUE &CO.LTD. 


MOUNT PLEASANT - ALP 





“ASTHMA 
Instant relief. 


Ever increasing numbers of medical men 
are relying on Rybarvin Inhalant to combat 
bronchospasm. The Ministry of Health 
having agreed to the prices of Rybar 
asthma inhalants, Rybarvin can be freely 
prescribed. 


RYBARVIN brings relief. Consistently, often 
spectacularly, attacks are cut short and their 
frequency lesssened. Free from excess acid, 
non-irritant and non-habit-forming it is an 
ideal inhalant for all asthmatics young and old. 


RYBAR INHALER has been specially 
designed for aerosol therapy. 

Other RYBAR Products for asthma include RYBAREX 
Inhalant for cases complicated by Bronchitis and 


RYBRONSOL Powder, an ideal sedative. All, including 
the Inhaler, may be prescribed on N.H.S. Form E.C.10. 


Samples and details of trial outfite forwarded en request. 





ERTON - WEMBLEY - 





/ 


and Anterior Lobe 
Methylatropine Nitrate ‘i 
Papaverine .. . oa 
Adrenaline 

Ethy 1 Para-aminobenzoate| 
Iso-butyl Para- 
aminobenzoate .. 


Rybarvin Formula 
Pituitary Extract. Posterior 


Manufacturing Chemists 


MIDDLESEX 











TANKERTON 
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The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
to be medically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James's Park, London, S.W.1. 








AXncestral habits... 


What with fighting Roundheads and for ever combing 
his own long, tangling locks, the Cavalier was altogether 
much concerned with heads and hair. And dandruff was no 
doubt equally the bane of his life as ours. 

The Cavalier’s vade mecum offered him no remedy for 
his aristocratic irritation. But today the old and familiar 
trouble has been mastered by SEBODERM, the creamy 
Cetrimide Shampoo specifically for dandruff. 

. . perhaps the most valuable recent addition to 
therapy (of scurf or dandruff) has been the intro- 
duction of detergents such as cetrimide, which may 
be used alone or be incorporated in shampoos, 
soaps or lotions.”’ Brit. Med. J., 2 (1956) 92. 

Seboderm contains 15.6% of Cetrimide B.P., the 

quaternary ammonium compound prescribed as most effective 
against dandruff. Normally a single weekly treatment is 
sufficient to establish complete control. 


Professional sample will be gladly sent on request 
LABORATORIES LIMITED 


MIDDLESEX 


PRIORY 


WEST DRAYTON 





Bacteriologically tested 
and specially designed for 
the prevention of 





droplet infection 











After many bacteriological experiments 
this mask was designed to arrest all 
droplets from the mouth and nose, and 
sO to prevent contamination during 
operation. The “ Cestra Mask consists 


of four layers of fine dental gauze. It 
fastens securely under the chin, has an 
air gap at the sides, is comfortable to 
wear for long periods and may be easily 
sterilised. 


Obtainable from Chemists and Medical Stores 
MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2105 London Office : King’s Bourne House, 229/23! High Holborn, 
Leadon, W.C.! Tel. Holborn 6383 Manufacturers of all kinds of Surgical Dressings 
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1 Pillar of Security 


Shares fall and rise with every tremor on the 
international scene—but our investor can 
afford to relax—his money is safely and 
profitably invested. 

The attractive interest rates are also clear 
of Income Tax. 


Without obligation, call or write for our booklet 
“Profitable Investment”’ 


Hastings and Thanet 


BUILDING SOCIETY 


Established over 100 years 
Assets £2! ,000,000 Reserve Strength €! 000,000 


Head Ke ws HASTINGS and RAMSGATE 
LONDON: 99 BAKER STREET, W.! 


Branches and Agencies throughout the Country 





*You see, it’s 
a food drink 
as well as a 
nightcap!’ 


Bourn-vita is made 
from malt, milk, sugar, 
cocoa and eggs 


sleep sweeter 


BOURN-VITA 


made by CADBURYS 


About baby feeding- 
HOW HEINZ STRAINED FOODS HELP 


You can confidently recommend Heinz 
Strained Foods to mothers with young 
babies. They help to give the baby a fully 
balanced diet and offer convenience, with 
ease of preparation. 

Heinz use the freshest vegetables and 
fruits. They cook and strain them under 
the most carefully controlled conditions, 
more hygienically than most mothers can, 
and with greater retention of food values. 

For full details of the nutrient values of 
the 19 varieties of Heinz Strained Foods, 
write to Dept. 7S, H. J. Heinz Company 
Ltd., Harlesden, London N.W.10. 


"HEINZ 
Strained Foods 


MEAT BROTHS -SOUPS - VEGETABLES - SWEETS - CEREAL 
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Methy! Nicotinate 1.0% 
Glycol Salicylate 10.0% 
Histamine 

Dihydrochloride 0.1% 
Capsicin 0.1% 


Excipient q.s. 


Cremalgin has always meant Economy without 


detriment to the treatment of N.H.S. patients. 
Indications ; Rheumatism, Fibrositis, Sciatica, 
Lumbago, Muscular Pain, and associated conditions. 
Packed in | oz. dispensing tubes at 21/- per doz. plus 30% p.t. 


and in 16 oz. dispensing jars at 19/6d. per unit plus 30% p.t. 


WEST PHARMACEUTICAL CO., LTD. 82 VICTORIA ST., S.W.1. Tel: TAT 2580 
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Looking 
at two 
aspects— 





Whether sedative or expectorant therapy is required in the management of cough, 
appropriate selection may be made from Allen & Hanburys outstanding cough 
preparations—ETHNINE, a sedative elixir, or PIRIEX, an expectorant linctus. 


ETHNINE, a palatable and effective 
cough sedative containing pholcodine, 
is rapidly replacing preparations of 
codeine in the suppression of ex- 
hausting and harmful unproductive 
cough in children, adults and elderly 
patients. 

The advantages of Ethnine are in its 
effectiveness with low toxicity, and 
its freedom from side-effects such as 
constipation and digestive upset. 


For sedative cough 
therapy 


ETHNINE 


Trade Mark 


Bottles of 4 and 80 fluid ounces con- 
taining 4 mg. pholcodine in each tea- 
spoonful {4 c.c.) 


N& HANBURYS 





PIRIEX, a carefully chosen com- 
bination of an improved antihistamine 
of low toxicity with expectorants, is 
unsurpassed in therapeutic activity 
where a stimulant expectorant linctus 
is indicated. 

Piriex effectively liquefies tenacious 
sputum and aids its prompt removal. 
It is also an effective decongestant and 
is invaluable in the treatment of con- 
gestion of the upper respiratory tract. 


For expectorant 
therapy 


PIRIEX 


(Formerly known as Piriton Expectorant Linctus) 

Bottles of 4 fluid ounces and 2 litres 
containing 2 mg. Piriton in each tea- 
spoonful (4 c.c.) 


C56 434 1 
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INDEX TO PHARMACEUTICAL PREPARATIONS 


Achromycin (Lederle) - - - 
Agocholine Granules (Bengue) - 
Albamycin (Upjohn) - - - 
Algesal (E.G.H.) - - - - 
Auralgicin (Benger) - - ~ 


Benzedrex Inhaler ( Menley & James) - 
Berex ( Berex Pharmaceutical)- - 
B-Pas (Wander) - - - - 
B-Pasinah ( Wander) - - ~ 
Buscopan (Pfizer) - - 


Carbrital (Parke, Davis) ~ 
Cathomycin (Merck Sharp & Dohme) 
Cerumol (Labs. for Applied Biology) 
Chloromycetin Ear Drops (Parke, 
Davis) —- - 
Chloromycetin Ophthalmic (Parke, 
Davis) -—- - ~ 
Clinitest and Acetest ( Ames) = - 
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A 43 
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A 61 


A 38 
A 72 


Coactyl (Ward, Cassenne) A 11, 12, 13 and 14 
A 103 
A 57 


Codis & Solprin (Reckitt & Colman) 
Cordex (Upjohn) : - 

Cortelan (Glaxo) - - 
Cortisporin (Burroughs Wellcome) - 
Cortril tat] - - 
Cremalgin (West Pharmaceutical) - 
Crystapen (Glaxo) - - - 


Delta-Cortelan (Glaxo) — - 
Delta-ef-Cortelan (Glaxo) - 
Deltalone (Ward, Cassenne) - 
Deltacortril (Pfizer) _ - 
Desogen (Geigy) - 

Dexedrine Spansule ( Menley & James ) 
Diamox (Lederle) - - - 
Distaquaine V ( Distillers) ~ ~ 
Domogen (Duncan, Flockhart) ~ 
Drinamyl (Menley & James) — _ 
Droxalin (Scott & Turner) - _ 


Ef-Cortelan (Glaxo) - - a 
Elixir Gabail (Anglo-French) - _ 
Elixir of Terpin with Codeine 
(Woolley) - - 
Eskacillin (Menley & James) - - 
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An 
ORAL treatment 
for Piles 


te oral route to the rectum and anal canal has obvious 
advantages and is now a practical proposition. 

Recent clinical trials* have shown that most patients with attacks 
of “‘acute piles’’ and “‘bleeding piles’’ obtain symptomatic relief 
with Parmacetyl Tablets. These tablets contain a special wax, ceta- 
ceum or cetyl palmitate, which passes through the bowel unchang- 
ed and exerts an anti-inflammatory and demulcent effect on the 


swollen haemorrhoidal veins. 

Objective as well as subject- Samples and further information will 
J F gladly be sent on request to: 

ive improvement is apparent : 


: E.G.H. LABORATORIES LTD : 
52 PERU ST, SALFORD 3 
MANCHESTER 


in early cases without prolapse 
and even in chronic cases, 
where the pile mass remains 
outside the sphincter, patients; (Makers of 

report remarkable subjective : Algesal Anti-Rheumatic Balm) : 
relief of symptoms ; ecccctboccccccees 
* ‘‘Treatment of Haemorrhoids’’ —Practitioner, Vol. 178, Feb. 1957 


PARMACETYL tabiets 


FOR THE ORAL TREATMENT OF PILES AND ALLIFD CONDITIONS 
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Detergents and the skin 





“We have found... that 
the incidence of skin trouble 
attributable to synthetic 
detergents is no higher than that 
previously due to the use of 
soap products, alkalis and 


allied preparations” 


r OF THE GOVERNMENT COMMITTEE 
ON SYNTHETIC DETERGENTS, 1956 
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THE VITAL ROLE 


OF DETERGENTS TO-DAY 


Since their introduction six years ago 
the new washing products, now gener- 
ally known as “detergents,” have revolu- 
tionised British household washing. This 
is because they give superior perform- 
ance in hard water, leave clothes and 
dishes demonstrably cleaner, and leave 
no dulling film as soaps usually do. 


Women have been quick to appreciate 
these advantages. Thus, while the first 
weekly wash detergent (Tide) only 
achieved national distribution in Sep- 
tember 1952, detergents as a whole now 
account for more than half of the total 
washing powder market. They are in 
constant and regular use in practically 
every home in this country, and there is 
no evidence that they have yet reached 
the peak of their popularity. 


THEIR EFFECT ON 
THE SKIN 


Thomas Hedley & Co. Limited, makers 
of Tide and other detergents, constantly 
test their washing products to determine 
their effect on the skin of housewives. In 
addition to every kind of accepted labor- 
atory technique, such as patch and im- 
mersion tests, Hedley have conducted, 
under careful medical supervision, pro- 
longed home usage tests. These were 
developed to obtain a reliable measure 
of the mildness of washing products 
under normal usage conditions in the 
home. 


Observations on over 12,000 house- 


wives have shown that household deter- 
gents as a class do not differ in their 
effect on the skin from all-purpose soap 
powders which have been used for years. 


Specifically, research has shown that 
Tide, the most popular of the new deter- 
gents, is as mild as other general-purpose 
soap powders. 


Moreover, the results of the Hedley 
investigations disclosed that a washing 
product plays a much smaller part in 
determining the skin condition of the 
average housewife than does, for exam- 
ple, the coldness of the weather and the 
extent to which she uses hand cream. 


The conclusions from these tests are 
fully in line with the Report of the 
Government Committee on Synthetic 
Detergents, 1956, which stated ‘*We 
have found . . . that the incidence of skin 
trouble attributable to synthetic deter- 
gents is no higher than that previously due 
to the use of soap products, alkalis and 
allied preparations.”’ 





“A STUDY OF THE EFFECT 
OF THE NEW DETERGENTS 
ON THE SKIN” 


This is the title of a booklet which describes 
a comprehensive research programme carried 
out under medica! supervision to determine 
the effect of detergents on the skin. 

If you would like a copy please write for 
one to Thomas Hedley & Co. Limited, 
Gosforth, Newcastle apon Tyne 3. 
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iSO-BRONCHISAN was first produced in 1953 and its modus operandi 


in bronchial asthma demonstrates that, as in education so in therapy, the best is 
rationally based on fundamental principles. The outer layer of the [so-Bronchisan 
tablet, containing Isoprenaline, is quickly absorbed from beneath the tongue affording 
rapid relief from bronchospasm. The core, containing ephedrine and theophylline, is 
then swallowed and slowly absorbed with a resulting sustained bronchodilation, 


thus combining well established immediate and long acting bronchodilators in one 
tablet. Prescribable on E:C.10. 


Each Iso-Bronchisan tablet contains \sopropyl-Nor-Adrenaline (Isoprenaline) sulphate. . gr. 
Ephedrine hydrochlor. .. fe “ sa ei 
Theophylline - ee ee — 
(Special tablets available for children.) 


Samples and literature available on request from 
SILTEN LIMITED - SILTEN HOUSE + HATFIELD - HERTS 


gr. 2 
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H OW Severe 


a gastric irritant 
Is aspirin 7 
* 


FURTHER RESEARCH has now been done into the irritant effects of aspirin 
upon the gastric mucosa. A detailed report on this work appears under 
the heading “Aspirin and Ulcer” in the B.M.J., July 2, 1955. 

The summary of the discussion appended to this report is as follows: 
“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report: 

“In conclusion itis suggested that aspirinshould although this method almost certainly miti- 
never be given to patients with peptic ulcera- _gates its irritant effects, it does not guarantee 
tion, or indeed to those who have any gastric immunity. Calcium aspirin does not have this 
intolerance to it, however mild. Such an in- _ irritantaction unlessit has deteriorated through 
struction should be given a prominent place in standing, and it can be used with impunity, 
peptic ulcer advice charts, usually in place of especially if prescribed in soluble form, This 
much that could be safely left out. Some of simple measure would, inour opinion, cut down 
these patients took aspirin on a full stomach _ significantly theincidence of haematemesis and 
only in powder form, with serious results, and, exacerbations of ulcer symptoms.” 


SOLPRIN provides calcium aspirin in pure and stable form. 


copis is a compound tablet that provides codeine and 
phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab, Codein, Co. B.P. 

Neither SOLPRIN nor CODIS is advertised to the public. 


RECKITT & COLMAN LTD., BULL & LONDON (PHARMACEUTICAL DEPT. BULL) 
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In the treatment of peptic ulcer— 
safe, simple, effective, without side effects 


NULACIN 


provides milk-alkali 

drip therapy 

The most effective control of gastric 
acidity is by milk-alkali drip therapy; 
the most convenient way of obtaining 
milk-alkali drip therapy is by sucking 
Nulacin tablets. 


peptic ulcer in the 
ambulatory patient 


Nulacin is of great value in the treatment 
of peptic ulcer in the ambulatory patient, 
and in the prevention of ulcer relapse. 





clinical trials in 
three continents 


Extensive clinical work has confirmed 
the claims made for Nulacin. References 
to some studies appear below. Other 
references will be given on request. 
Nulacin tablets are not advertised to 
the public, have no B.P. equivalent and 
may be prescribed on E.C.10. The dis- 
pensing pack of 25 tablets is free of pur- 
chase tax. Basic price to N.H.S. is 2/-. 
Also available in tubes of 12. 
Nulacin is available throughout the British Common- 


wealth, in the U.S.A., and in many other countries. 
It is known as Nulactin in Canada and Sweden. 





SELECTED REFERENCES 


Antacids, The Practitioner, Further Studies on the Re- 











January, 1957, 178: 43 


Antacids in Peptic U'cer, The 
Practitioner, January, 1956, 
176: 103 


Ambulatory Continuous 
Drip Method in the Treat- 
ment of Peptic Ulcer, Amer 
J. Dig. Dis., March, 1955, 
22: 67-71 





duction of Gastric Acidity, 
Brit. Med. J., 23rd January, 
1954, 1: 183-184 

| Clinical Investigation into the 
Action of Antacids, The 
Practitioner, July, 1954 
173: 46 


| The Control of Gastric 
Acidity, Brit, Med. J., 26th 
July, 1952, 2: 180-182 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 







arthritis and rheumatism 


In cases of soft-tissue rheumatism, and 
arthritic disorders, many doctors are tend- 
ing more and more to regard Transvasin 
as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters 
of nicotinic, salicylic and p-aminobenzoic 
acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so 
enable an effective concentration of drugs 
to be built up where they are needed.* 

Transvasin not only induces vasodilation 
of the skin with a superficial erythema, but 
also brings about a deep hyperaemia of the 
underlying tissues. It is non-irritant and 
can be safely used on delicate skins. 

It is now being widely prescribed, with 
successful clinical results. Since a very 
small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely 
low. 


* Therapeutische Umschau 
VIII, 1952, 10,143. 







basic N.H.S. price 
2/6 plus P.T. 





Salicylic acid tetrahydrofurfuryl-ester 14% 
Nicotinic acid ethyi-ester 2% 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 











LLOYD-HAMOL LTD 


11 Waterloo Place, London, 8.W.1. 
Whitehall 8654/8/6 


“Thank you, doctor” 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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without distortion 
of the 

diagnostic 
picture 


BUSCOPAN acts mainly upon the 
hollow organs of the abdomen. 
Having a specific point of attack 
it relieves spasm smoothly 

and is virtually free from 

those side reactions usually 
associated with spasmolytics. 
Where doubt exists as to whether 
an obstruction is organic or 
spasmodic in origin the use of 
BUSCOPAN will often clear 


the diagnostic picture. 


BUSCOPAN 


HY OSCINE-N-BUTYLBROMIDE 


A 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 


Cc. H. BOEHRINGER SOHN, INGELHEIM AM RHEIN 
Registered proprietors of the Trade Mork * Regd. Trade Mark 














Coase? 


the deep spectrum antibiotic 


sigmamycin 


OLEAMDOMYCIN TETBACYCLING 


Pfizer, the world’s largest pro- 
ducer of antibiotics, announce the 
introduction of Sigmamycin. This is 
a 2:1 combination of tetracycline 
and the newly-discovered medium- 
spectrum antibiotic oleandomycin. 
It has been clearly shown, both in 
vitro and in vivo, that this combin- 


ation demonstrates synergism, 


Sigmamycin capsules contain 
167 mg. tetracycline and 83 mg. 
oleandomycin. Available in 
bottles of 16 and 100. 


depth in the broad spectrum 


World's largest producer of antibiotics. 
PFIZER LTD + FOLKESTONE «- KENT 


*Trade Mark of Chas. Pfizer & Co 





inflammation 
with 
infection 


CORTRIL LOTION with NEOMYCIN 
combines the anti-inflammatory action 
of hydrocortisone with the anti-infective 
action of Neomycin. This combina- 
tion, specifically formulated for use where 
dermatoses are complicated by the 
presence of secondary infection, is 
both highly effective, and extremely well 


tolerated. 
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* 
Cortril CORTRIL LOTION with 


NEOMYCIN will be of 


Lotion with considerable value wherever inflammation 


‘ and infection are co-existent. It is 
Neomycin particularly valuable in cases where an 


CED PFIZER LTD - FOLKESTONE - ent ‘flammatory condition has developed 


* Trade Mark of Chas. Pfizer & Co., inc a secondary infection. 
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IF 17’S DELTA 
ANYTHING— 





-IT'S ; 
Deltacortril 


DeLTACORTRIL is a new synthetic steroid 





for superior systemic anti-rheumatic, 
anti-allergic and anti-phlogistic therapy 
I | ms hg 


tnvwslle 






DELTACORTRIL is 3 to 5 times more potent 
than hydrocortisone or cortisone and more 






eflective than prednisone 
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DentTacortTrit achieves maximal re- 




























sponse at fractional dosage 


KG Se 7 
Cee te 
1g 


Driracortrit brings rapid and prolonged ‘ 
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relief of arthritic symptoms 


25% 









¢ DecTacortrit offers superior therapy in 
wrerer ' : a ” 
asthma and dermatitis and is markedly pled ° : 
- 
eflective even where other corticosteroids 2 
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have failed 
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Devtacortrit. therapy is marked by vir- 
tual absence of sodium or water retention 








and consequently causes no weight gain, 






oedema or hypertension 





DeLTACORTRIL does not cause excessive 









potassium loss 







DELTACORTRIL 1 mg. tablets are supplied 
in bottles of 100 and 5 mg. scored tablets 






in bottles of 10, 20, 100, 500 and 1,000 








Pfizer) PFIZER LTD 


FOLKESTONE * KENT 


*Trade Mark of Chas. Pfizer & Co. Inc 
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the 
habit 


of 
overeating 
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PRELUDIN makes the task of the 
practitioner both simple and safe when 
dealing with cases of obesity. 
PRELUDIN is an appetite controlling 
agent which rapidly breaks the habit of 
overeating and enables the patient to 
adhere to a recommended diet 

without effort. Because it does not 
affect the heart or the blood pressure it 
is particularly suitable in cases of 
cardiovascular disorders or hypertension. 
PRELUDIN is supplied in 25 mg. tablets, 
in tubes of 20 or bottles of 250. 


* 
al aq t L Uj p : N The appetite controlling agent that does not affect the heart 


Brand of 2-pheny!-3-methyl-tetrahydro-l, 4-oxazine-hydrochioride 


Monufectured and distribwted in England by Pfizer |td., Folkestone, Kent, fer 
Cc. H. Boehringer Sohn, Ingelheim am Rhei 
Registered proprietors ef the Trode Mork *Regd. Trade Mark 
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TRADE MARK 


the broad-spectrum nitrofuran 





a valuable new defence against local infection, 
particularly against Staphylococcus aureus. Organisms 
that become resistant to antibiotics or sulphonamides 
do not become resistant to ‘Furacin’. One of the most 
useful of the nitrofurans, ‘ Furacin’ (nitrofurazone) is 


available in several convenient presentations : 


*FURACIN’ CREAM «+ ‘FURACIN’ SOLUBLE OINTMENT 


‘FURACIN’ SOLUTION «+ ‘FURACIN’ EAR DROPS 


MENLEY & JAMES, LIMITED, LONDON 
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New Preparations 











pavacol 


TRADE MARK 





PAPAVERINE —CODEINE COUGH SYRUP 





pavacol diabetic 
Cough Syrup 


The active ingredients of the original Pavacol 
syrup are retained but the carbohydrates 
have been omitted to make it safe for admin- 
istration to diabetic patients without increasing 


hyperglycaemia. 


pavacol pastilles 


Bacteriostatic & Anti-tussive 


These combine the anti-tussive ingredients of 
Pavacol syrup with the powerful bacteriostatic 
properties of Octaphen. This dual action 
relieves coughs and counteracts infections of 


the throat and mouth. 


Literature and professional samples 
are available on request. 

















WARD, BLENKINSOP & CO., LIMITED 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 
Telephone : HOLborn 5992/6 (5 lines) Telegrams : Duochem, Westcent, London 
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The fingerprints of : 


The fingerprints of disease can destroy the 
small baby in the cradle or your hearty work 
companion, Instantaneous and ample hot 
water is the greatest single combatant to dirty, 
disease spreading hands — and gas provides 
it efficiently, reliably, instantly and cheaply. 

— CONSULT YOUR AREA GAS BOARD 


Issued by the Gas Council 


THE GAS INDUSTRY MAKES THE BEST USE OF THE NATION’S COAL 














ANNOUNCEMENTS AIIS 





du MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 


PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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“You've got to give them something to rub on, old boy. 
| often wonder if it isn’t just the massage that relieves the pain.” 


“There’s been some work published on that," comparing the effects 
of medicated creams with an inert control cream 
in soft tissue rheumatism.” 


“Never saw the papers—but | bet the inert cream came out of it pretty well.” 


“Not so well as you might think—and surprisingly enough, 
of all the so-called active principles tried, 
a salicylate gave the best results.” 


“Counter-irritant, eh?” 


“No—a new salicylate, diethylamine salicylate, 
capable of free skin penetration and not irritating at all.” 


“That's a new idea, isn't it? Local salicylate therapy. | always start patients off on salicylates by mouth 
for rheumatic pain. Uselul to be able to put it through the skin at the site of the pain. 
What's this stuff called?” 


* Lancet M1, 395 (1950) 
Gritish Journal of Phys:ca! Med cme 18, 6 oH) 


mT AY 1 








10*|, diethylamine salicylate in a soothing vanishing cream 
non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers: 
E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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Dalmas, Ltd. A9l 
Robinson & Sons, ‘Ltd. - A 94 
Smith, T. J., & Nephew, Ltd. A 58 
Spencer (Banbury), Ltd.- A 16 
Swann, W.R. & Co.,Ltd. - All 
MISCELLANEOUS 
Du Maurier Cigarettes — - - Alls 
Fellowship for Freedom in Medicine A8 


Festival Services, Ltd. — - A 82 
Gas Council, The - - - All4 
Hastings & Thanet Building Society A 95 


Hedley, Thos. & Co.,Ltd. A 100 and 101 
Lucozade, Ltd. -—- - AS59 
Medical Sickness Society A 118 
Nuffield Foundation - - -~ A82 
Royal Naval Medical Service - A%%4 
St. Andrew’s Hospital — A 92 
Swan, W. F. & R. K., Ltd. A 83 


FOR INDEX TO PHARMACEUTICAL PREPARATIONS SEE PAGE A986 
FOR EDITORIAL AND BUSINESS NOTICES, SEE PAGE A120 
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\ PERSONAL INSURANCE | 
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' or how to provide yourself with a 
complete scheme of personal cover 


in one policy at reduced rates 


ASSETS EXCEED £6,000,000 


MEDICAL SICKNESS, ANNUITY AND LIFE ASSURANCE SOCIETY LIMITED 


When you are BUYING A NEW 

CAR ask for details of the HIRE 

(Telephone: LANgham 2991) PURCHASE SCHEME of the 
MEDICAL SICKNESS FINANCE 


3 CAVENDISH SQUARE, LONDON, W.1 


Please write for particulars, mentioning this advertisement CORPORATION LTD. 
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THE NEW ENGLAND JOURNAL OF MEDICINE 


SPECIAL CONCESSION FOR 
SUBSCRIBERS TO ‘THE PRACTITIONER’ 








Extract from an editorial in: 


The 
‘4 New England 


"Touenal of Medicine 





INNOCENCE ABROAD 


The Journal takes pleasure in announcing a mutually 
reciprocal block-booking arrangement that has been 
entered into with The Practitioner of London, where- 
by bona fide subscribers to each periodical may obtain 
the other at a reduced rate. 


The Practitioner, one of the most highly esteemed of 


British medical publications, was founded in 1868; 


in October, 1951, it celebrated the bringing forth of 


its thousandth issue, which represents a host of dead- 
lines courageously met and triumphantly overcome 
Not a haphazard journal, relying for its scientific 
pabulum on what the neighbors may bring in, as they 
say in rural New England, The Practitioner plans each 
issue far ahead, and each comprises a symposium on 
a subject of interest to the practising physician, with 
a number of special features in addition 


It is of course, not the purpose of the editors of the 
Journal to imply for a moment that The Practitioner 
need supplant the Journal in the esteem of its sub- 
scribers, but only that the two are unusually well suited 
for a happily independent symbiotic relation, with 
science and social conciousness again transcending 
political considerations. 
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To the Publishing Dept., Tue Practitioner, 5 Bentinck Street, London, W.1. 


I enclose remittance value £3. 5s. 


Journal of Medicine to be sent to me weekly during 1957. 


NAME AND DEGREES 
(Block letters) 


ADDRESS......... 


Please arrange for The New England 


As announced in 
the January number of 
The Practitioner (p. 3) 
arrangements have been 
made for subscribers to 
The Practitioner 
to receive 
The New England Journal 
of Medicine 
weekly at the reduced 
annual subscription rate 
of $9.00 (£3 . 5s.) 
instead of the usual over- 
seas rate of $10.50. 


Orders should be sent to the 
Publishing Department and cheques 
and money orders made payable to 

The Practitioner. 





THE PRACTITIONER 


———— 











THE PRACTITIONER 





Contents for April 1957 


Radioactive Isotopes 


Wuart ts A RApIoac we IsoTOPE? 
By ¥. Rotblat, D.S. 
Professor of Physics, The Medical College of St. Bartholomew's Hospital, University 
of London 
‘THE PREPARATION OF 95 "a ISOTOPES 
By Henry Seligman, D.S 
Head of Isotope Division, "aed Energy Research Establishment, Harwell 


THE ACTION OF RADIOACTIVE gi 
By }. F. Loutit, D.M., 
Medical Research Council’s ‘Ratiobiological Research Unit, Atomic Energy Research 
Establishment, Harwell 


RADIOACTIVE IsoTroPES IN RESEARCH 

By G. Popiak, , M.D. . 

Experi diopathology Research Unit, Hammersmith Hospital 
RADIOACTIVE Seawaites IN DIAGNOSIS 

By G. M. Wilson, M.D., F.R.C.P. 

Professor of Pharmacology and Therapeutics, University of Sheffield 
RADIOACTIVE ISOTOPES IN THERAPY 


By Norman Mackay, M.B., F.R.C.S.Ed., D.M.R.T. 
Assistant Radiotherapist, Royal Marsden Hospital 


A Hosp1tat Raproactive Isorope UNIT 
By }. S. Staffurth, M.D., M.R.C.P. 
Chief Assistant, Radioactive Isotope Unit, St. Thomas’s Hospital 


RADIOGRAPHY WITH RADIOACTIVE ISOTOPES 
By H. }. D. Ireland, B.Sc. 


Department of Physics, Institute of Cancer Research: Royal Cancer Hospital in 
association with the Royal Marsden Hospital 





CURRENT THERAPEUTICS CXII.—PENICILLIN V (PHENOXYMETHYLPENICILLIN) 
By John Macleod, M.B., F.R.C.P.Ed. 
Physician, Western General Hospital, Edinburgh; Lecturer in Medicine, University of 
Edinburgh 


SUBSCRIPTIONS—The annual subscription to The Practitioner 

is £2 : 2s. (Canada and U.S.A. $6.50) post free. - STUDENTS, and 

practitioners within their first year of qualification, are 

a subscription concession at £1 : 5s. (Canada and U.S.A. $3.75). 
Pee ee we See ee Te a ess 
To the Publishing Dept., THE PRACTITIONER, 5 Bentinck Street, London, W.1. | 
I enclose remittance value £2 : 2s. (Medical students and first year practitioners £1 : 5s.) 
Please send me 
THE PRACTITIONER post free for one year beginning with the 


Name and Degrees 


(Medical School March 1957 
(in cases of students only) 


Binding Cases for Vol. 177 (July-December 1956) are now available price ss. 6d. post free 


























SAVING TIME 


IN a IN 
INFLUENZA COLDS 


FLUSCORBIN 


The short intensive treatment 

for Influenza and colds 

Fluscorbin is a new preparation combining a massive dose of Vitamin C 

with Phenacetin and Caffeine and alkaloids of Quinquina. It offers 

an effective “ attack * treatment of influenza and the common cold 

by rapidly overcoming the febrile state and stimulating the natural 
defence mechanism of the body. 


Literature and samples on request. 
CONTINENTAL LABORATORIES LTD. 


101, GREAT RUSSELL STREET, LONDON, W.C.1. 
Telephone : MUSeum 2042-3-0626 Telegrams : Taxolabs, Phone, London 
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Each teaspoonful (3.55 mil.) contains 10mg. of the citrate of 
the diethylaminoethoxyethyl ester of « : a—diethylphenylacetic 
acid (exeladin) 
@ Pectamol acts by reducing the sensitivity of 
WM the vagal cough centre in the medulla. 
“\\ @ Reflex coughing is therefore decreased. 
\\\ @ Dry, unproductive cough ceases to annoy. 
‘) @ Contains no opiates or their derivatives and 
| @ Does not produce nausea or constipation. 
\\\) @ Pleasant to take and well tolerated. 
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